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Foreword 


In India, the adolescent (10-19 years) and young 
population (10-24 years) constitute almost one third of 
the country's population totalling about 400 million. 
Most of these vulnerable groups don’t possess correct 
knowledge regarding reproductive and sexual health. 
Lack of knowledge and exposure on this important and 
sensitive issue expose them to various harmful practices 
namely early marriage, unprotected sex, adolescent 
pregnancy, repeated abortions, RTI / STDs. Above all, 
social stigma related to sexuality and sexual health 
invariably aggravates their misery during growing years 
of early life. Thus importance and needs of young 
people’s reproductive and sexual health is glaring and 
obvious. Unfortunately there has been hardly any focus 
on adolescent and young people's reproductive and 
sexual health in the existing government policies. 


During the last few years, there has been an increasing 
concern with these groups because it happens to be a 
very crucial phase of life in terms of the biological 
psychological and socio-cultural implications. 


MAMTA, a Delhi based NGO has been working in the 
field of mother and child care relentlessly for last ten 
years with the prime objective of improving the health 
status of these vulnerable groups in marginalised 
population, more so with the poorest of poor in urban 
slums and rural areas of few states. With a few year’s 
experience, the organisation included in its target group 
the adolescent and young people, who have now 
become a major thrust area of the institutional work. It 


* 
was realised following interventions in some areas by 


the NGO that there is an urgent need to evolve new 
strategies to tackle the multi dimensional needs and 
issues of young peoples’ reproductive and sexual health 
and rights (YRSHR) at all levels. 


Swedish International Development Cooperation 
Agency (Sida) came forward to collaborate with Mamta 
in evolving strategy for working with young people in 
the country context. RFSU, an international NGO based 


at Stockholm, having long experience on issue of 


sexuality and reproductive health became the technical 
partner. 


The key strategies adopted in YRSHR project aimed in 
creating an enabling environment for young people for 
their optimum growth and development through 
reproductive and sexual health and rights approach. 
These included networking, phased intervention, 
establishing information centre and advocacy with 
political leaders, bureaucrats and various other 
stakeholders. 


Before initiating intervention strategies, a need 
assessment of the study areas was planned. The major 
objectives of the need assessment was to identity the 
needs of young people of the area and also to acquire 
secondary data for focusing intervention strategies, 
which would serve as baseline to evaluate the impact 
of intervention in the future. The need assessment was 
undertaken with the aim to formulate intervention 
strategies for future program implementation. This 
study was also to provide an opportunity to build rapport 
with the community in general and youth in particular. 


For the need assessment study, a mix of quantitative 
and qualitative techniques i.e., PLA techniques were 
adopted. It was decided to assess needs, issues, 
problems and perspectives in reproductive and sexual 
health and rights of young people besides other 
gatekeepers including parents, teachers, service 
providers and local community leaders. The selected 
study areas were 32 villages of Bawal Block in Rewari 
District, Haryana and urban slum of Kormangala at 


Bangalore, Karnataka. 


Following the analysis of the need assessment study, 
certain important issues have emerged. These include 
increasing girl's access to educational opportunity, 
sensitising the community, creating awareness on 
personality development, enhancing individual capacity 
for both male and female, increasing age at marriage 


for young people, improving male participation to 


improved knowledge on sexuality and working with 
health and non-health service providers also for 
improving their sensitivity and responsiveness to the 


needs of young people. 


Other key strategic plans included identification of 
project team, training for field workers, increasing 
awareness for young people, education on rights, 
community involvement, building local resources, 
create linkages and channels for young people’s needs. 


It is expected that researchers engaged in similar studies 
on reproductive/sexual health for adolescents and 
young people will benefit from learning the findings of 
the study and would like to share their experiences with 
MAMTA staff. Besides, the present study will also 
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provide insights in the future intervention and policy 


planning. 


| would like to take the opportunity to thank all my 
colleagues who worked deligently for this study and 
the young people in Bawal and Koramangala. 


In conclusion, | hope this document will create 
interest and enthusiasm among health planners and 
administrators, medical and social scientists, social 
activists, community workers both from government 
as well as NGO sectors who are working in this field. 
Any suggestion regarding the study will go a long 
way in evolving effective intervention strategies for 
YRSHR, that are culture specific and gender and rights 
sensitive. 
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United Nations Children’s Fund 
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______ Executive Summary 


The project envisages to address the issues related to 
young people’s reproductive and sexual health and 
rights in the larger country context. The origin of the 
project emerges from the long drawn work of the 
organisation with adolescents and young people. 
Several factors bring out the importance of working 
with young people and our sustained concern for them. 
Some specific features of the prevailing situations 
further heighten this need. Reproductive and sexual 
health of young people' has almost-never been the 
focus of existing policies or programmes in the country. 
Young people’s needs as a category are not recognised 
or for that matter, well understood. In fact, their needs 
get addressed only when they fall in the category of 
married. Thus, reproductive and sexual health needs 
also become restricted to fulfilling procreative 
functions. In our policies and programmes, the gap of 
this 400 million population is too glaring and obvious. 
Gender differentials make this situation worse for girls, 
both married and unmarried. Further, addressing their 
needs become significant because of the absence of 
the rights perspective in the case of the few initiatives 
that have been taken in this direction which often also 
reinforce the societal norms on gender. 


In order to effectively address these issues, more than 
one strategy seemed to be required. Thus, it evolved as 
a multi-strategy project including: 

@ Networking 

@ Advocacy 

@ Phased intervention in the community 

@ Information centre, and 

@ Capacity building 


Rights perspective is central to the project and is 
guided by international documents, particularly ICPD 


and CRC. 


Some of the defining features of reproductive and 
sexual rights that we adopted as our perspective are 


briefly presented below. 


‘it may be useful to note at the outset that there are definitional differences to the cate 


10-24. Within this, there are age sub-categories with differences in their needs and society's expectations of them. Thus 
| been used according to the context 


report, the terms of girls/young women and boys/young men have 


The Right to Reproductive Health Care 


It includes the right to safe and high-quality health 
services and removal of existing barriers to reproductive 
health care. 


Services will include a constellation of methods, 
techniques and services such as counselling, information, 
education and services for pre and post natal care, 
delivery, breast feeding, infant and women’s health care, 
infertility, abortions, STDs, RTIs and on human sexuality, 
reproductive health and responsible parenthood. 


The Right to Reproductive Decision Making 


This includes the right to plan one’s family, the right to 
freedom from interference in reproductive decision 
making (related to rights of bodily autonomy and physical 
integrity), and right to be free from all forms of violence 
and coercion that affect sexual and reproductive life. 


The Right to Correct Information 


Correct information would form a part of the services 
that government envisages to provide for reproductive 
health care. Information would also be required to learn 
about and access existing health care mechanisms. 


The significance of the rights perspective is to encompass 
the dimensions that give the scope for development of 
individuals in all respects and thus, addresses more than 
health needs. The project in general and community- 
based intervention in particular, also seeks to address 
the need for development of life skills and personality of 
education, economic 


young people through 


empowerment and other opportunities. 


This report presents the findings of a needs assessment 


exercise conducted with participatory methodologies 


gory of young people. The project adopts the definition of 


in the summary and main 


to get the youth voices at the very start of the whole 
process for both the intervention areas. The process led 
to identification of needs and priorities of the young 
people that would shape the subsequent intervention. 
Further, this would initiate the process of young people’s 
participation in the project and minimise the societal 
barriers for their access to information and services. 


The methodology of needs assessment included 
quantitative and qualitative techniques. Sampling was 
done keeping the differences in the needs of different 
age groups ‘and sexes. Young people, the larger 
community, and key service providers were included in 
the needs assessment. Needs assessment was done 
employing tools designed with gender sensitivity and 
appropriate research questions focussing on gender 


disaggregated data. 


The areas selected for pilot interventions are Koramangala 
slum in Bangalore city of Karnataka and Bawal block in 
Rewari district of Haryana. The two represent contrasts in 
some respects. The first is an urban location in south India 
and the second, a rural area in north India. Koramangala 
has a population of about 32,000 and Bawal sector in Bawal 
block has a population of nearly 34,000. Also, the 
development indicators for the two areas/ states indicate 
relatively poorer status of women in Haryana such as with 
respect to girls’ education, work participation, reproductive 
health among others. 


Some of the key findings of the needs 
assessment are given below: 


Bangalore: 

It has emerged from several studies and field based 
experiences that information lies at the heart of 
empowering individuals and is especially important for 
young people. Access to education, mass media and 
entertainment can all act as indicators of the empowering 
of young people. These indicators reflect poorly on young 
people's prevailing rights in Bangalore. 


Educational levels are remarkably low in the area and 
dropouts are a common feature. Over 50% of the young 
people are illiterate or have had education Only up to 
the primary level. There are no gender differentials in 
the incidence of dropouts as the main cause for it is 


seeking employment arising out of a need for survival. 
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Thus, both boys and girls drop out in large numbers 
with only 20% continuing beyond class 8. 


Age at starting work is very low, sometimes as low as 
12 or 13. Most boys and girls (over 50%) get into 
unskilled occupations that do not prepare them for well- 
paid jobs in the future. Any opportunities for education, 
learning skills and economic enhancement are, thus, 
limited though there is no lack of avenues in the city. 


Exposure to electronic media is relatively high and 
especially to TV. About 75% watch TV for at least a few 
hours daily. Exposure to print media is much lower. 
Mass media could be the ideal means to reach young 
people and provide correct information on various 
utilities and services. This role of the mass media is not 
being adequately explored at present by the State. 
Awareness about most utilities and services is high but 
this is very low (about 10%) about the government 
health centre and municipal office, which are rarely 
used. There is some awareness about the existence of 
laws and schemes beneficial to them but no information 
on their details and how these can be used. Thus, correct 
information on services and schemes is in the range of 
18-20% among young people. There is little difference 
between girls and boys in this case. 


To a large extent, the lack of information and awareness 
determines the current status of the reproductive and 
sexual health of young people. Thus, while most girls 
are aware of the physiological changes related to puberty, 
there is little recognition of the specific nutritional and 
emotional needs during the adolescent phase among the 
community at large and young people in particular. 


Age at marriage is low for girls and boys. Over 60% of 
the girls marry by the age of 18 and only about 10% 


after 20. About 30% of the boys marry above 21 years 
of age. The age at first pregnancy is also very low and 
occurs soon after marriage. About 80% have their first 
child before 20 years of age and nearly 30% have had 
two children before the age of 20. There is no use of 
spacing methods till at least after the first child. Only 
about 10% use contraception. Copper-T/IUD is more 
common and girls who have had the desired number 
of children have tubectomy operations. It is evident that 
there is a great emphasis on getting married and sex 
within marriage is only socially recognised. Yet, it is 
observed that sexual activity takes place outside and 
before marriage as discussed below. 


There are a few cases of unwanted pregnancies as use 
of contraceptives among the unmarried is rare. About 
15% of the boys state having sex before marriage either 
with a girl friend or a commercial sex worker. They also 
fear that sexually transmitted diseases and AIDS may 
afflict them. Male use of contraceptives is marked by its 
absence. About 8% of the young men have used 
condoms but their wives report this use as only when 
they have sex outside marriage. 


Awareness about most contraceptive methods is high 
(about 75-80%). The source of information is different 
for the married and the unmarried. For the former, it is 
family and doctors and for the latter, it is friends and 
media. When seen in relation to the common methods 
of contraception, it is evident that family dynamics and 
service providers reinforce the woman’s responsibility 
in family planning. 


Antenatal care is minimal though 90% of the deliveries 
take place in hospitals or clinics. But a majority of these 
are private practitioners and also, unqualified. The 
quality of care is, thus, poor. This is seen particularly at 
the time of management of high-risk pregnancies. 
Incidence of factors of high-risk is high and 


complications occur at the time of deliveries. 


The absence of service provisions for reproductive and 
sexual health is an important cause of the prevailing 
health status but other socio-cultural factors also 
impinge on it significantly. These are the absence of 
choices for young people and young women in 
particular and the limited negotiation skills that they 
have to exercise the available choices. The other gender 
related problem that severely impacts upon the 


reproductive and sexual health of girls and young 
women and has psychological consequences on their 
growth is the high incidence of sexual harassment. The 
underlying poverty and its related consequences in 
terms of child labour, drop outs from school and early 
marriage combined with limited choices or options 
make the plight of young people more vulnerable. This 
is far more severe in the case of young girls and women. 


Bawal 

While most girls and boys enrol, there is a gradual 
decrease in the number of girls continuing beyond the 
primary level. About 40% girls in comparison to 20% 
boys are educated only up to primary level. The highest 
levels of educational attainment among the boys are 
up to secondary school and of girls up to middle school. 
There is little perception of the need for formal education 
beyond these levels and this combined with poor quality 
of education leads to non-performance and dropouts. 
In the case of girls, restrictions on travelling check their — 
chances of studying in schools away from their village. 
Also, group discussions with community members 
revealed that education is seen of being of little use to 
girls who are seen as economic dependents and not as 
the breadwinners. Yet, even in the rural context women 
particularly of the lower castes, work as agricultural 
labour, do tailoring and embroidery and even as 
domestic help in others’ houses. Awareness about 
public life and involvement in it is minimal especially 
among the girls. The area itself offers no avenues for 
learning different income-generating skills and only a 
few travel or stay away from home to learn skills such 
as computer operation which they express interest in. 


Exposure to electronic media particularly television is 
very high, over 70%, and radio is at about 60% compared 
to print and other media. Few (less than 10%) young 
people are aware of the details of laws and schemes 
that can build their capacities and create a more enabling 
environment for their development. Awareness about 
the laws related to rape or sexual harassment is low. 
Clearly in both the areas, mass media plays largely an 
entertainment function and not educational. This gap 
can be filled with innovative ideas to reach information 
to young people that continue to fulfil their 


entertainment needs. 


The onset of puberty is the primary basis for social 


recognition of the change from childhood, Few other 
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specific features or needs of this phase are known to the 


youth or the community in general. Nutritional needs of 
adolescents and young people are not recognised. The 
exceptions arise when boys are seen as going through 
the ‘growing’ phase or girls are seen as future mothers. 


There are many health related experiences of the young 
people that they consider as problems for which they 
have no person to consult. Severe pain at the time of 
menstrual periods, white discharge, itching in the genital 
area are some of these among the girls.. Symptoms of 
sexually transmitted diseases are prevalent and young 
people and service providers often pointed out the total 
lack of health care for this. Hardly 10%: of the youth 
consult doctors for it. Doctors who are consulted are 
rarely from the same village and its vicinity as there is a 
lot of stigma attached to it in the case of boys and girls. 
Interactions with the opposite sex are expected to be 
kept at a minimum but elders point out that this should 
be further checked as the temptation to do ‘bad’ (sexual 
activities) is strong at this age 


There is a proliferation of unqualified medical 
practitioners who are the most sought after in case of 
inaccessibility of sub-centre. Quality health care is, thus, 
a remote reality. In cases where the severity of the 


problem is not perceived, medical care is not sought 


and expenditure on it is kept to the minimum, especially 
for young women and girls. 


Early age at Marriage and at first pregnancy place young 
women at great reproductive health risks. About 80% 


of the women get married before 18 and 45% have their 
first child by 18 and another 34% by the age of 20. 
Roughly 50% of these young women have two children 
before 20 and a few have more than 2 children. For 
institutional delivery, government hospitals are the only 
option and there are few linkages for referral even in 
the case of high risk. Most deliveries take place at home 
(85%) and are attended by dais. 


Contraceptive use is at a minimum (about 5%) and 
spacing methods are almost absent. Contraception is 
the primary responsibility of young women. Friends and 
family play an important part in their adopting 
sterilisation. Use of condoms, if at all, is never associated 
with preventing sexually transmitted infections. Thus, 
condoms are not used in sex outside or before marriage. 
The contraceptive use patterns in both areas are 
influenced by the fact that government programmes and 
messages are for the married sections. 


Bangalore-Bawal: A Comparison 


1. Educational levels in both the areas are low and 
dropouts are common after middle school. Yet, while 
in Bangalore, 50% of young men and women are 
illiterate, in Bawal, 50% of the boys go beyond middle 
school and 40% of the girls studying at least up to 
primary. Thus, in terms of access to formal education, 
Bangalore presents a more dismal scenario. 

2. The nutritional and emotional needs in the post 
pubertal phase are not recognised by the community 


10. 


5 


12. 


13, 


in general. Prevailing cultural values in both areas 
ensure that while boy’s needs for nutrition get noticed 
more often, girl’s needs are seen in the light of their 
role as future mothers. 

Acquiring capabilities for new economic 
opportunities are restricted because of specific 
reasons in the two areas. In Bangalore, poverty 
leads to child labour in unskilled occupations and 
in the case of Bawal, the emphasis is on agriculture 
and family occupations 

Information required to access government schemes 
for their benefit is low in both areas. In Bangalore, it 
is in the range of 20% and in Bawal, it is about 10%. 
Low age at marriage is found for both boys and girls, 
especially for girls in both areas. In Bangalore, 60% 
of the girls get married before 18 and in Bawal 80% 
get married before 18. 

Age at first pregnancy is also low and spacing 


-methods are never used before the first child. In 


Bangalore 30% have their first child before 18 while 
in Bawal 45% have it before 18. By the age of 20, a 
remarkably high proportion of young women (about 
30%) have more than one child. 

Young men rarely use contraceptive methods. 
Condom use is in the range of 5% in Bangalore and 
1% in Bawal. 

Awareness on condoms as on any other method is 
high but does not translate into use. It is also not 
seen in the context of preventing sexually 
transmitted infections, particularly in Bawal. 
Gender inequities and inequalities are high with 
respect to food intake and nutrition, health care, 
understanding of women’s work as unproductive, 
little decision making authority whether in the matter 
of children, contraception or any other, restricted 
mobility and the widespread prevalence of sexual 
harassment, violence in private and public spaces. 
There is no concept or understanding of youth- 
friendly health services in the community and 
among most service providers in both the areas. 
Government facilities in the educational (especially 
secondary education) and health sectors are minimal 
and the service providers have little sensitivity to 
the needs of the youth. 

Most young people expressed a desire to have 
correct information on reproductive and sexual 
health and the available services. 

Counselling also emerged as important need for the 


young people. 


14.The need for better quality services as a “right” was 
expressed in both areas, especially among the 
unmarried. 

15.The need for educational facilities at higher levels 
and at a lower cost was also felt. In the case of 
Bawal, teachers expressed the need for extra- 

curricular activities and personality development 

sessions 


some Unique Features 


Bangalore 

1. The very high prevalence of paid child labour under 
exploitative conditions 

2. Substance abuse is common especially among the 
male youth 

3. The fear of having contracted STDs or AIDS also 
contributes to the cases of suicide among the youth, 
which is on the rise. 

4. Sex before marriage is on the rise but young people 
do not have the knowledge to deal with its 
consequences, whether physical or emotional. 

5. The common occurrence of sexual harassment of 
girls and young women. 


Bawal 

1. The proliferation of unqualified medical practitioners 
and the community relying on them to a great extent 
for health care and advice. Thus, the quality of health 
services is abysmally low. 

2. The sex ratio and service providers’ interviews 
indicate the practice of female foeticide. 

3. There are extreme parental and community 


restrictions on girls’ mobility. 


On the basis of the above findings that also point to 
differences and similarities in the two areas, issues for 
phased interventions have been identified. Some of 
the issues that have emerged as important in both 
areas for intervention are sensitisation on young 
people’s special needs including on reproductive and 
sexual health, gender inequalities particularly 
education and freedom of mobility, low age at marriage 
and first pregnancy. Further, the process of young 
people's participation and sensitisation of service 
providers that has been initiated would be taken on 


more systematically and in an in-depth manner in the 


coming phase. 


aye! 
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1.1 The Project: 


The project focuses on young people's reproductive and 
sexual health and rights (YRSHR). The report deals with 
the findings from needs assessment carried out in two 
field areas located in India. One of them is Bawal block 
in Rewari district of Haryana in north India and the other 


is a slum in Bangalore, Karnataka in south India that 


represent the rural and urban locations respectively. The 
needs assessment marks the first phase of interventions 
to be undertaken in the areas. 


1.2 The Significance of YRSHR: 


Young People: The Concept and Prevalent Situation 
The concept of “young people" is relatively recent in the 
development sector. The perception about the age range 
to be covered in the young population varies in different 
contexts. The United Nations, after studying practices 
in various countries has suggested 15-24 years for 
defining the youth. WHO has defined adolescent as 
10-19 years, youth as 15-24 years and young people as 
10-24 years. On the other hand, UNICEF identifies the 
‘less than 18' as child though it is generally accepted 
that the post pubertal age has some specific needs. 


In India, Ministry of Youth Affairs, Culture and Sports, 
the nodal department for different activities relating 
to youth has defined youth as the population in the 
age group of 15-35 years. But over the years, there is 
increasing concern with the group. This is not only 
because this age group makes up a large and growing 
proportion of India's population but also because it is 
a crucial phase of life in terms of biological, 
psychological and social maturation. In broad terms, 
youth now comprises of both male and female in the 
age group of 10-24 years, i.e., young people as defined 
by WHO and UNFPA. 


In developing countries, the transition from childhood to 
adulthood is rapid, marked by reproductive maturity and 
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accompanying socio-economic privileges and 
responsibilities. This is a period of rapid development 
when young people acquire new capacities and are faced 
with many new situations. This is a period of constant 
experimentation for establishing a sexual and social 
identity. It presents not only opportunities for progress 
but also risks to health and well-being. This is especially 
true in the lives of millions of young people marred by 
poverty in developing countries. 


Inadequate education and health facilities and work 
opportunities, exploitation, gender discrimination, lack of 
knowledge and information on health and other issues 
combined with insensitive attitude of service providers 
and poor community perceptions on young peoples' 
needs, leads to decrease in self esteem, negative attitude 
and expose them to new risks. They are gradually being 
recognised as a high-risk group - girls for their poor 
nutritional status, their early initiation into motherhood 
and their poor reproductive health outcomes; and both 
sexes for their lack of knowledge on issues pertaining to 
sexuality, contraception and their high risk behaviour. Apart 
from health hazards, violence inflicted by and on young 
people is a growing phenomenon, including sexual abuse 
often perpetrated by adults. They are also, to coin a new 
phrase, a high opportunities group, because of their 
potential to learn, mobilise, lead and work for progress. 


Reproductive and sexual health is a major concern of 
the young adult period; several studies have addressed 
the general issue of reproductive health among young 
people. The findings are more or less the same. Their 
vulnerability caused by their young age, their ignorance 
of matters related to sexuality and contraception and 
their inability or unwillingness to use most family planning 
and health services, places young people at significant 


risk of serious consequences. 


The stakes are particularly high for young girls. They are 
at risk of becoming pregnant at an early age, they face 
complications during pregnancy, including unsafe 
abortions, maternal death and risk of contracting RTIs 


and STDs. They are vulnerable, both biologically and 
socially. Some of the crucial factors that play an important 
role in determining reproductive and sexual health of 


young people are looked at in the following discussion?. 


Early marriage and fertility behaviour: Presently early 
marriages are prohibited, but regardless of the law, many 
girls and boys continue to be married at an early age 
and are expected to prove their fertility well before they 
attain full biological and emotional maturity. As much 
as 6 percent of 10-14 years olds and 38 percent of 
15-19 years olds are currently married. Almost 58 percent 
of ever-married adolescent girls between 13-19 years 
begin child bearing soon after marriage. This corresponds 
to 17 percent of all females between 13-19 years. The 


situation is particularly acute in rural India. 


Reproductive Risks: Adolescents account for a high 
proportion of maternal deaths in India. In rural India, 
45 percent of all maternal deaths occur in women under 
24 years. Complications of pregnancy, such as anaemia, 
nutritional deficiencies spontaneous abortion and 
eclampsia are significantly higher among young 
mothers. These risks are further heightened by lack of 
proper antenatal care. 


Unwanted pregnancies: Induced abortions are more 
likely among adolescents aged 15-19 years than among 
20-24 years old, 1.7 percent and 1.2 percent of 
pregnancies respectively . Unmarried adolescents delay 
seeking an abortion mainly due to lack of knowledge, 
ignorance of services and fear of social stigma. 


RTIls and STDs: Young people are more at risk of 
contracting RTIls and STDs because of their risk taking 


behaviour and experimental nature. Lack of knowledge 


* Source: IIPS, 1995 


and awareness, early sexual maturation and delayed 
marriage have increased the period of risks for young 


people, the latter more so in an urban context. 


Along with health risks, many social factors are also 
detrimental to young people’s reproductive and sexual 
health. They are sexual abuse, lack of appropriate 
knowledge and services, particularly lack of 
understanding on sexual health needs. 


Sexuality remains a taboo in Indian society and amongst 
most Indian families denying opportunities for open 
discussion. The situations are such that taboos and 
restrictions are accepted with no question asked. Some 
examples are "The girl must be a virgin." Homosexuality 
is a sin against nature," "Women are unclean during 
menstruation," The man must always be the controlling 
partner in sex," Sex with more than one partner is 
wrong". All these are just variations on a familiar theme. 
Myths and misconceptions on masturbation, sexual 
intercourse, homosexuality, sexual identity formation, 
and psychosocial development are often not addressed 
at all. Existing gender bias puts young women at risk 
due to the high-risk behaviour of their partner. 


Sexual experimentation is common amongst young 
people of all cultures. During and after puberty, sexual 
interest develops in both sexes with irresistible 
dynamism. Most young peoples’ first sexual 
experimentation is undoubtedly with their own bodies; 
the experience is then tried out with partners of either 
the same or the opposite sex. Because of tremendous 
societal pressure trying to define their own sexual 
identity is a problem for both the sexes. On the one 
hand girls grow up with the idea of " having to fulfil 
male sexual desire in a specific way" and on the other 
hand, the "macho" image of masculinity as "the person 
always in control " puts a lot of pressure on boys to 
conform to it and “ prove their masculinity". Social 
pressure severely limits men's ability to speak about 
their need for more information or about their doubts 
and fears. Besides, both sexes believe the myths of 
men's uncontrollable sexual drive, which cannot be 
interrupted or diverted. This idea implies that women 
must take responsibility for moral standards and 
contraception. Unfortunately these methods do not 
protect them from STDs. Also, the negotiation skills that 
they require to use methods are generally absent. 


There is a lack of information on sexuality and related 
issues and a lack of access to information and accurate 
sources of such information. Reproductive biology often 
gets left out by the teachers, as they feel uncomfortable 
teaching the subject due to lack of training. Sex 
education in school is still not introduced and little 
thought has’been given to the subject at the policy level. 
Other authority figures like parents and health services 
providers are either uncomfortable or unwilling to give 
information on these issues as they themselves are not 
sensitised. Pornographic films and literature, which is 
easily accessible to young people and peer group 
interaction, often become the only other sources of 
information available. Curiosity also leads them to 
commercial sex workers. Both of the above give the 
young people a very confused, distorted and negative 
picture about adolescent and post adolescent 
reproductive and sexual health needs. 


The discussion so far brought out some concerns of 
the young people on reproductive and sexual health 
that need to be urgently addressed in the country. As 
said before, the enabling environment for a young 
person’s optimum development requires a variety of 
features. While health is of primary concern, education, 
psychological development, personality development 
and opportunities for livelihood are crucial and 
interlinked with their health status. All this is brought 
out well together in a rights perspective. 


Young People's Rights 

The importance of health of young people particularly 
reproductive and sexual health has lately received formal 
recognition in a number of national and international 
forums. The International Conference on Population 
(1984), The world conference to review and appraise 
the United Nations Decade for Women (1985), the 
International conference on Better health for women 
and children through family planning, and the 
International Conference on Population and Development 
(1994) have also stressed the need for such action. 
Government of India's commitment to the issue of 
adoléscents/young people is reflected in the newly 
initiated programme where adolescents are included in 
502 blocks of ICDS. Under the scheme, nutritional 
supplementation is offered to adolescent girls and special 
educational avenues are created for out-of-school girls. 
Other than this, Government of India through NGOs is 


4 Refer to Mehra, Sunil et.al. (2001) 


trying Out various intervention models to identify 
effective strategies to replicate and incorporate at 
policy level in our socio-cultural context. A favourable 
platform has been created by Government of India and 
NGOs over the decade not only to talk on young 
people’s reproductive and sexual health but also to talk 
of their reproductive rights’. 


Any understanding of reproductive and sexual rights can 
be acquired better in the context of Human Rights in 
general. The perspective of rights presents a development 
over thinking of access to different resources as mere 
privileges or as largesse. A resource in this context does 
not refer only to material or tangible goods but also 
information, communication and negotiation skills that 
enable in the well being of the person. The perspective 
draws attention to the fundamental nature of such access 
to individuals’ well being which also has a legal basis. 
Thus, their violation or absence can be legally redressed 
through international, if not, national agencies. 


These are premised on the following seven basic principles 


of human rights 

@ Dignity 

@ Universality 

@ Equality and non-discrimination 
@ Indivisibility 

@ Interconnectedness 

@ Government responsibility 

@ Private responsibility 


The adolescent's rights are also recognised in the 
“Convention on the Rights of the Child.” and the 
“Convention on the Elimination of all Forms of 


Discrimination against Women.” 


To ensure these rights, governments, NGOs, parents and 
other stakeholders of the community play a very 
important role. The Convention on the Rights of the 
Child recognizes the primacy of children's interests in 
decisions by families, legal systems and other state 
action. Further, elaboration and support came from 
recent international conferences like the United Nations 
World Programmes of Action for Youth in the year 2000 
and beyond. Moreover, explicit measures to support, 
stimulate and strengthen national law, policies and 
programming for young people's health have been 
adopted by WHO, UNFPA and UNICEF. The time has 


come for countries like India, with support from the 


international community, to make a concerted effort to 
plan, monitor and strengthen their activities for young 


peoples’ reproductive and sexual health and rights. 


Reproductive and sexual rights have now been 
recognized as not only an important component of 
human rights but also essential in any process that aims 
to further the basic rights of individuals and enhance 
their well-being. In this light, an understanding of 
reproductive and sexual rights attains significance. 


While reproductive rights as envisaged now pertains 
to all individuals, it started from the understanding that 
some groups/sections are more vulnerable. For 
instance, the focus on women arose with the realization 
that about half of the world's female population is in 
the reproductive age group with some specific needs 
related to it. There are other aspects that feed into the 
vulnerability of women such as their lack of say in 
decisions. Further, there are a multitude of problems 
that pose challenges to the attaining of reproductive 
and sexual health/rights by an individual. 


In the context of these concerns, the need for 
reproductive rights was articulated in sevéral 
international forums. Given below are the instances 
where the concerns for reproductive rights were 
voiced and they began to be defined even if in an 
elementary form. 


History of Reproductive Rights - Some important 
landmarks 


® 1968 First International Conference on Human Rights - 


® 1979 Women’s Convention 
® 1984 International Conference on Population 
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1992 United Nations Conference on Environment and 
Development 


1993 World Conference on Human Rights 


® 1994 International Conference on Population and 
Development 


As discussed below the ICPD was path-breaking in giving 
full recognition to reproductive rights and further linking 


it up to human rights in general. The subsequent ones 
reaffirmed this stand are: 


® 1995 Beijing Conference 
® 1998 Rome Treaty 
® 1999 A review of ICPD 


Reproductive rights - Present contours 

The International Conference on Population and 
Development held in Cairo in September 1994 continues 
to be the guiding light for all thought on reproductive 
rights globally. It also looks at the issue in a 


comprehensive manner. 


The ICPD’s position on Reproductive Rights is within 
the purview of and indeed furthers the existing ideology 
of Human Rights. It states: 


“Reproductive rights embrace certain human rights that 
are already recognized in national laws, international 
human rights documents and other consensus 
documents. These rights rest on the recognition of the 
basic right of all couples and individuals to decide freely 
and responsibly the number, spacing and timing of their 
children and to have the information and means to do 
so, and the right to attain the highest standard of sexual 
and reproductive health. It also includes the right to make 
decisions concerning reproduction free of discrimination, 
coercion and violence” (paragraph 7.3) 


The ICPD Programme of Action locates reproductive 
health at the foundation of reproductive rights and lays 
down the following:- 


Reproductive health is “a state of complete physical, 
mental and social well-being and not merely the absence 
of disease or infirmity, in all matters relating to the 
reproductive system and its functions and processes. 
Reproductive health therefore implies that people are able 
to have a satisfying and safe sex life and that they have 
the capability to reproduce and the freedom to decide if, 
when and how often to do so.” (paragraph 7.2) 


Given its concern with reproductive health in the ICPD 
Programme of Action, reproductive health care is 
defined as "the constellation of methods, techniques 
and services that contributes to reproductive health 
and well-being by preventing and solving reproductive 
health problems. It also includes sexual health, the 
purpose of which is the enhancement of life and 
personal relations, and not merely counselling and care 
related to reproduction and sexually transmitted 
diseases. (paragraph 7.2)" 


Some other highlights of the reproductive rights laid down 
in the ICPD are: 


@ Concerned persons must exercise the right taking 
into account the needs of their living and future 
children and the community 


@ Mutually respectful and equitable gender relations are 
crucial. For this women should be involved in planning, 
implementation and evaluation of services 


@ Gender inequalities can further be addressed by 
information, counselling and services for 
adolescent and adult men to facilitate their greater 
participation 


@ Particular attention will be given to adolescents to 
deal in a positive and responsible manner with their 
sexuality 


@ Thecomplete incorporation of all related services in 
the primary health care system with efficient referral 
at least by the year 2015 


@ Community and various groups in it must be actively 
involved in the process 


@ Special attention to migrants and displaced people 
who tend to be under-served and especially 
adolescents and women among them 


@ Reproductive and Sexual security including freedom 
from sexual violence and coercion and the right to 
privacy 


The objectives of the Rights are: 

@ To ensure that comprehensive and factual 
information and a full-range of reproductive health- 
care services, including family planning, are 
accessible, affordable, acceptable and convenient to 


all users; 


@ To enable and support responsible voluntary 
decisions about child-bearing and methods of family 
planning of their choice, as well as other methods 
of their choice for regulation of fertility which are 
not against the law and have the information, 


education and means to do so 


@ To meet changing reproductive health needs over 
the life cycle and to do so in ways sensitive to the 
diversities of circumstances of local communities 


Groups designated as vulnerable by the reproductive 

rights perspective 

@ Women 

@ Children 

@ Adolescents/Young people 
Even among children and young people, females are 
seen as especially vulnerable. 

@ Some specific categories - sex workers, child labour, 
street children and others falling outside the 
normative categories of gender such as single 
women and homosexuals. 


These groups are considered especially vulnerable 
because of some disabling factors in the social 
environment, the existence of harmful cultural practices 
and the power differentials in the process of decision 
making. For instance, women have been in more than one 
instance identified as lacking reproductive rights. In 
recognition of this, the ICPD builds upon the legal 
foundations of the 1981 Convention on the Elimination of 
All forms of Discrimination Against Women. The following 
section enumerates some of the circumstances/factors that 
cause women to be vulnerable in relation to reproduction. 


A dimension of reproductive rights is the right to take 
decisions on a range of issues. In the context of decision 
making, women and young people are more clearly 
disadvantaged. Some situations where decisions require 
to be taken but some or all individuals in a society may not 
have the means are given below. While the absence of 
services/contraceptives are macro-level factors that impinge 
upon decision making, the micro-level ones also play a role 
especially for women and young people. These include: 
@ Whether to obtain information regarding sex 

@ Whether to engage in sexual activity and with whom 
@ Which contraceptive methods to use, if any 

@ Whether to require a male sexual partner including a 
spouse, to use a condom 

Whether to have children 

Whether to seek medical attention during pregnancy 
With whom to have children 

When to have children 

How many children to have 

Spacing of children 

With whom to bring up children 

Whether to abort an unwanted pregnancy 


There are some variations in the definitions of 


reproductive rights propounded by different agencies. 


However, there are some basic concerns underlying 
each of these definitions. The above discussion reveals 


that reproductive rights encompasses. 


The Right to Reproductive Health Care 
This will include the right to safe and high-quality health 
services and remove existing barriers to reproductive 


health care. 


Services will include a constellation of methods, 
techniques and services such as counselling, 
information, education and services for family 
planning, pre and post natal care, delivery, breast 
feeding, infant and women's health care, infertility, 
abortions, STDs, RTIls and other reproductive health 
conditions and on human sexuality, reproductive 
health and responsible parenthood. 


Barriers to reproductive health care may occur despite 
laws that ensure good and safe health care. For instance, 
the mushrooming of clinics with unqualified persons that 
women often take recourse to for abortions. A large 
number of the abortions are sought as a result of pre- 
natal sex determination and unplanned pregnancies. Thus, 
health care is inextricably linked with power to self- 
determination and take decisions. 


The Right to Reproductive Decision Making 

This includes the right to plan one's family, the right 
to freedom from interference in reproductive decision 
making (related to rights of bodily autonomy and 
physical integrity), and right to.be free from all forms 
of violence and coercion that affect sexual and 
reproductive life, i.e., sexual and reproductive 
security. 


When reproductive and sexual rights are interpreted as 
rights to health care and self-determination, it is clear 


that the right to information would form the foundation 
for these. 


The Right to Correct Information 
Correct information would form a part of the services 
that governments provide for reproductive health care. 
Information would also be required to learn of and access 
existing health care mechanisms. 


Information on contraception: Abortions, methods to 


treat infertility are essential for taking decisions. Similarly, 


cultural practices such as an early age at marriage or 
son preference can also be addressed only through. 


correct information. 


The process of providing information must also be 
sensitive to existing inequalities and address and assist 
the disadvantaged sections on priority basis. 


Thus, the present understanding on reproductive rights 
includes technical and scientific issues such as adequate 
and quality health care but at the same time emphasizes 
the importance of information and means to make choices 
and take decisions. It keeps in mind the power relations 
between the individuals who are sexual partners. In this, 
women and children/young people are more often the 


exploited lot. 


In bringing sexual rights to focus it also cognizes the 
importance of the emotional and relationship dimensions 
of human sexuality beyond its procreative functions. This 
is especially important in addressing young people's 
needs. Based on their present needs, reproductive and 
sexual rights are particularly important but also important 
is their overall development. Thus, the perspective for 
our intervention is rights related to health and also 
opportunities for growth and self-enhancement. This 
seeks positive changes for young people through changes 
in the social environment. 


1.3 The Rationale for Interventions 


In this backdrop, it was considered appropriate to take 
YRSHR issues into much more broader perspectives. 
There is an increasing acceptability of the need to talk 
about YRSHR issue at different forums. But, the missing 
link is, lack of enough working experience with young 
people in our country context. Over the years it was 
realised that to ensure YRSHR, it was all the more 
important to have first hand grassroots experience, 
developing strong database and to develop an alliance 
of like-minded people to influence macro issues and 
policies. 


To achieve this, an overall objective, i.e. “optimum 
adolescent/young people health and development with 
special focus on girls in country context" was identified 
for the project. As said before, the adopted strategies to 
fulfil this objective are: 


eee ee ee ee 


Information centre 


* 
@ Networking 

@ Phased intervention 
@ Advocacy and 

@ Capacity building 


India is a vast country with enormous diversities. In the 
country context, it is very important to experiment with 
various models before adopting or recommending any 
strategy to incorporate at the policy level. Thus, small 
scale experimental efforts would ultimately help the policy 
makers and planners to create a model for implementation 
at the national/regional level. 


Phased intervention at the grassroots level will open 
doors to new challenges like 

Building capacity of the implementers 

Identifying key stakeholders in the community 
Understanding perceptions of the stakeholders 
Evolving young people’s participation 

identifying priority areas for action 

Developing intervention strategies 

Identifying the bottlenecks in implementing the 


strategies 

@ Studying its cost-effectiveness 

@ Developing appropriate monitoring and evaluation 
indicators 

@ Follow up strategies to sustain such efforts 

@ Upscaling pilot efforts 


Apart from these, phased intervention would initiate few 
processes, which ultimately would help to achieve our 
goal in the long run. 


They are: 
1 Building a learning Environment: With all the fears, 
doubts, hopes and expectations associated, these 


efforts would definitely create a process of appropriate 
and exciting learning environment. This would 
encourage open dialogue and understanding of the 


problems and questions faced by many young people. 


2 Representing Issues: This experience would represent, 
highlight, refine and articulate various issues related 
to YRSHR at different forums for advocacy. 


3 Analysing concepts and issues: This would help to 
debate, analyse and deepen our understanding of 
various related concepts and issues in order to move 
forward in working on YRSHR. 


4 Sharing of experiences: This would create a base 
for experience sharing at all levels, which ultimately 
would highlight various dynamics of program 
implementation for creating further model for 
replication. 


There is scant evidence beyond testimonials and expert 
opinion about effects of individual project characteristics, 
various training approaches and actions to link 
stakeholders to young people. Little assessment has 
been carried out on cost effectiveness and support 
systems for the project implementation. Therefore, a 
comprehensive approach, which seeks to address all 
the issues within and outside the community, and 
mobilise support at every level to work on a participatory 
basis, becomes a possible solution. At the same time, it 
is important to underscore the fact that findings on these 
programmatic interventions will vary from one region to 
another due to vast cultural differences. Nevertheless, 
some general findings and recommendations would be 
helpful to programme planners at the most basic stage 
of their design. With these considerations in mind, 


community based interventions were envisaged, 


lt was considered appropriate that intervention be 
undertaken primarily in two areas (about 30,000 
population in each area). The justification for area 
selection was in view of the importance of the issues. 
Keeping the vastness and diversity of the country in 
mind, it was decided that intervention would be 
undertaken both in the northern and southern part of 
india. Culturally, socially and geographically, these two 
areas are very much different from each other. It was 
expected that these regional variations would reflect 


some important findings. 


The rural and urban nature of the two areas also 
introduces some specificity. Apart from geographical 
variations the poverty situation is very much different in 
both the areas. The experience of urban poverty for many 
families can be seen as an extension of rural poverty as 
inequality, lack of opportunities (both in terms of 
economic and social) and exploitation forcing people to 
migrate from rural to urban areas. Concentration of 
industries in and around urban areas lure poor people to 
migrate in search of better life opportunities. Though 
rapid urbanisation is happening all over India, certain 
states of India are more urbanised than others. In 1991, 
for example, the percentages of urban population ranged 
from 8.7 in Himachal Pradesh in the north to 30.9 in 


Karnataka in the south . 


The third variation taken was demographic i.e. population 
density, degree of industrialisation, employment potential, 
housing availability, infrastructure support and last but not 
the least, health situation and gender dimensions. All 
development indicators particularly, gender related ones 
reveal a more dismal scenario for Haryana., The sex ratio 
projections for the two states show that there are 114 men 
for every 100 women in Haryana and 104 men for every 
100 women in Karnataka. As discussed in the subsequent 
sections of the report, education and work participation 
along with the health needs, reveal a bad situation for 
women. All this highlights the importance of selecting two 
different areas for intervention. 


Based on these criteria, it was decided to work in Bawal 
block of Rewari District of Haryana in the north and 
Koramangala slum in Bangalore in Karnataka in the South. 
Bawal block is largely rural in nature where as Bangalore 
is the upcoming “Silicon valley of India.” 


1.4 Needs Assessment and Methodology 


Needs assessment is important for initiating interventions 
both in identifying key areas and evolving the participation 
of the stakeholders, a cornerstone of sustainability. Needs 
assessment also assumes significance in an area such as 
YRSHR where needs remain largely unknown. This helps 
to design /plan relevant activities for the target population. 
The entire activity would establish rapport with 
functionaries and community, identify and define various 


issues perceived by the young people as well as by the’ 


community at large, involve the stakeholders in the entire 


activity and bring various functionaries close to each other. 
As mentioned before, it is important to collect some 
baseline information on young people, specifically on their 
reproductive and sexual health and rights. The focus from 
the beginning is to collect gender sensitive data on YRSHR 


for better program intervention. 


The involvement of the young people from the initial 
stage would definitely work better as they can best 


identify their own needs and suggest means to achieve 


their fulfillment. Young people’s needs vary according 
to their age, sex, marital status, whether or not they are 


in school, whether urban or rural, and so on. So, it is all 


the more important to conduct a needs assessment 


study in order to understand the gender and age specific 
needs as well as the stakeholders’ perception of the 
entire issue. It would definitely give better insight into 


the attitude and perceptions of young people as far as 


their sexual and reproductive health is concerned. This 
would further help us in identifying issues related to 
gender and rights on which interventions would be 
based and learn means to continue their participation. 


Techniques used: 
A mix of quantitative and qualitative techniques was 
used: 


@ Participatory Rural Appraisal (PRA) tools and 
techniques were used to assess needs and evolve 
community participation, especially of the target 
groups. The groups covered in each area were: 

@ Young people (age groups of 10-14, 15-19 and 
20-24) 

e Parents of different age groups 

e Community leaders 

@ Collection of secondary data/records 

®@ Interviews with key service providers 

@ Sample Survey of the young people covering a 
sample of 500 in Bawal and 478 in Bangalore of the 
13-24 population. 


For qualitative data collection, participatory rural 
appraisal (PRA) techniques were used. The tools were: 
Social and resource mapping 

Body mapping 

Life cycle mapping 

Time line : 


Need assessment and prioritisation 
Focus group discussions (FGD) 


Issues Covered: 
The needs assessment was informed by two 
perspectives, those of 


@ Rights of young people 
@ Gender 


Designing of tools, data collection and analysis was 
done with these perspectives in the following broad 
areas: 

@ Socio-economic and demographic status i.e., 
household size and structure, education level, 
exposure to media and awareness about the laws 
and government schemes relevant for them 

@ Employment/work opportunities, work rights and its 
related awareness 

@ Health i.e., nutrition needs and intake and common 
morbidities | 

@ Sexual health - puberty, menstruation, common 
interactions with people of the same and opposite 
sex, STIs/ RTIs and HIV/ AIDS, sexual coercion 

@ Reproductive health - age at marriage and 
pregnancy, unwanted pregnancy, contraceptive 
knowledge and use, availability of services 

@ Services - availability, accessibility of services and 
their qualities based on some essential parameters 

@ Assessing the perceptions and needs of young people 
especially in the area of rights 


Target population/groups 

_ For data collection, sources like primary and secondary 
were taken into considerations. For secondary data, 
survey of records of service providers were the main 
source. The identified service providers were- schools, 
vocational colleges, primary health care centres, Dais, 
RMPs, NGOs, factories/construction site and police 
station. For primary data, young people and other 
stakeholders of the community were identified. 


@ Young people of age groups 10-24, segregated 
by sex. 

Existing youth groups 

Parents - separate groups of mothers/fathers 
Community leaders 

Service providers, health and educational sectors 


Pilot testing: 
Field-testing was done with a 10 percent sample of the 
final total sample that was studied through each 


technique. 


Some of the key modifications after pilot testing were 

@ Clarity in framing of the questions and reorganising 
of some sections 

@ Adding codes relevant for the specific rural and 
urban contexts 

@ lt was decided to ask some questions related to age 
at marriage and number of children planned even 
to the unmarried 


Staff Training on Issues and Tools 

The workers of both the areas were provided training/ 
Orientation on tools and got familiarized with YRSHR 
issues. It included present scenario of young people's 
health in the country, need for reproductive and sexual 
health intervention, community mobilisation, and role 
of communication in sexual health, gender and sexuality 
and physiological changes. 


Orientation on tools included questionnaire, PRA tools 
i.e. body mapping, service mapping, time line, seasonal 
mapping, Prioritisation, FGD's. 


Sampling techniques 

The survey covers a sample of 478 in Bangalore and 
500 in Bawal. Random sampling technique was used 
after stratifying the universe on the following basis: 

@ Gender 

@ Age 

@ Marital status 


While in the case of gender, the sample had an equal 
proportion of both, in the other two, the proportions 
reflected their actual incidence of the category in the 
universe. For instance, there are fewer married in the 
sample as the 13-15 age group has almost no married 
individuals and even, in the higher age groups the 


unmarried are marginally more in number. 


This chapter dealt with the existing context of young 
people's reproductive and sexual health, the conceptual 
issues and some supporting figures. Then, the significance 
of the rights perspective was examined. This gave us the 
perspective in the project, one of the strategies of which 
is community based intervention. The need for community 
based intervention; needs assessment and the 
methodology employed were discussed. In the subsequent 
sections of the report the background information and 


findings of each of the areas are discussed. 


_ Findings and Analysis of Bangalore 


ll. 1. A profile of the study area: 


li. 1.1 Introduction: Bangalore city and its slums 
Bangalore is characterised by rapid urbanisation, which 
also implies a correlated population growth. In 1971 the 
total population of Bangalore was 1.6 million and by 2001 
it is estimated as 7.6 million’. Slum population, too, has 
increased phenomenally in Bangalore. In 1981,10.5 percent 
of the population of Bangalore were slum dwellers, but 
presently an estimated 20 percent are slum dwellers’. The 
numbers of both slums and slum dwellers are likely to 
escalate further during the coming years*® The Centre for 
Symbiosis of Technology, Environment and Management 
(STEM) has identified around 450 slums with a population 
of 0.55 million in Bangalore in 1989-90. The 2001 census 
shows the sex ratio at 964 women per 1000 men, which 
places it at a better position than many of the other states 
in the country. Yet, the numbers of “missing women” is 
an area of concern. 


This metropolis has about 161,000 slum households, 
with an average size of 5.27 persons, which accounts 
for 20 percent of its total population. In 1989-90 nearly 
31 percent of the slums had less than 100 households, 
39 percent 101-300 households and about 11 percent 
301-500 households, and only 18.6 percent had more. 
About 34.2 percent of the slum dwellers spoke Tamil, 
32.5 percent Kannada, 16.8 percent Urdu, 14.4 percent 
Telugu and 2.1 percent other languages. 


The growing slum population is increasing the pressure 
on all necessities, including the physical and social 
infrastructure. The living conditions are very poor which 
entails various kind of health problems due to non 
availability of sanitation, water, electricity, schooling and 
health facilities. In the Bangalore slums in 1989-90, only 
26.4 percent of the households resided in pucca houses, 
and as many as 52.6 percent in semi pucca houses and 
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21 percent in kutcha houses. Floods or water logging in 
the rainy season also affected about 63.3 percent of the 
slums. Almost 85 percent of the slum dwellers occupied 
various types of public lands. A significant percentage 
of slums were without the following amenities/services: 
water supply (25.8), toilet facility (72.2), drainage (62.8), 
street lights (42.7), balwadi (94), anganwadi* (81.4), 
primary school (84.5) medical facility (78.8) and 
community hall (92.2)° 


The other factors that affect these slum populations 
are limited opportunities for income, employment and 
education and health care; gender inequality and 
violence, low priority to women’s basic needs - be they, 
health related, educational, financial or emotional. 
Along with women, the other affected groups are 
adolescents and youth in slums. Their specific needs 
were discussed in the introduction. These get 
exacerbated in a context of poverty. 


Though the government of Karnataka is quite concerned 
for the increasing demands of slums, very few realistic 
schemes are set to target urban young people. Few 
schemes like - Prime Minister's Rojgar Yojana, Women 
and Youth training and Extension Programme, financial 
assistance to establish touth clubs, (only registered), 
Women and Child Development Scheme, street children 
and rag pickers scheme, child labour scheme, scheme 
of financial assistance for the education of children in 
difficult circumstances, physically handicapped and a 
few others are operational®. No scheme is directly 
related to adolescent/young people’s health, especially 
care and information. Information on available schemes 


and their use is extremely low. 


These findings gave us enough evidence to initiate 
intervention on YRSHR in one of the Bangalore slums 


in Karnataka. 
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11.1.2 An introduction to Koramangala slum 

Koramangala slum is situated in the south -eastern part 
of Bangalore city in Karnataka. This is one of the largest 
slum in Bangalore. The total population of this area is 
around 32,000. Fhe number of households is estimated 
as 9,000 in a meagre area of about 44 acres of land . Being 
situated just 5 kms away, the Koramangala slum is not 
too far from the city center and has an accessible location. 


Before it became a slum, the area was a large marshy 
land overgrown with long stemmed grass and infested 
with snakes and mosquitoes, part of the place was also 
used for dumping garbage. The year 1972 was a turning 
point for the area. The Bangalore City Corporation 
decided to improve the Jakkarayanakere area of 
Bangalore and shifted several hundred families from 
other slums and rehabilitated them in Koramangala. This 
is how Laxmanrao Nagar (L.R. Nagar) part of the 
Koramangala slum first came into existence. In 1985, 
Ambedkar Nagar and thereafter, other areas were 
developed in and around L.R. Nagar. 


In order to get a picture of the people and their 
circumstances, a brief discussion follows. A more 
detailed account of the community and the young 
people follows in the subsequent sections. 


11.1.3 The People - 

Language: 

Most of the people in the slums of Koramangala are Tamil 
speaking. But there are also Kannada, Telugu, Hindi and 
Urdu speaking people. Though most of the slum dwellers 
are illiterate or semi-literate, quite a number of them speak 
two to three languages. In that respect, they are truly 
indigenous polyglots. Although Tamil is the language of 
a large majority, an increasing number of people have 
learnt to converse in English as well. 


Migration: 

The Koramangala slum dwellers, with a few exceptions, 
are either migrants or the offspring of those who 
migrated to Bangalore sometime during this century. 
A substantial number of this inmigration has taken place 
from the rural areas of the neighbouring states. They 
are mostly from Tiruvannamalai, Dharmapuri and Salem 
districts of Tamilnadu, Cuddapah, Anantapur and 
Kurnool districts of Andhra Pradesh and Gulbarga, 
Bellary and Kolar districts of Karnataka. 


Family: 

Following a nuclear family pattern is an increasing trend 
in urban areas. Interestingly, a majority of slum 
households too, inspite of a strong rural heritage are 
found to be nuclear. This is certainly an important change. 
A large number of huts here are just 10’x12’ one -room 
structure. It is most likely that the highly congested 
habitation with inadequate basic amenities have forced 
them to form nuclear households. About 58.6 percent 
of the slum households have 1-5 persons, 39.3 percent 
have 6-10 persons and 2 percent have 11 and above 


persons in one house’. 


Habitation, Housing and Civic amenities: 

The slum is located in a low-lying area which was once 
an uninhabited marshy land. The slum is adjacent to a 
60 feet wide open drainage through which dirty, stinky 
water flows. This is located very close to a posh area of 
Bangalore. This slum is now an authorised slum of the 
Government of Karnataka. 


About 65 percent of the households live in their. own 
huts/houses and 35 percent live in rented ones. 
Christians, followed by Hindus and Muslims, own most 
of the houses. Further, 78.2 percent of the Kannada 
speaking people are living in their own houses. The 
owning of the houses does not necessarily mean that. 
they have land rights/certificates. Nearly 36 percent have 
thatched roofs, 41 percent asbestos, 15 percent tiled 
and about 6 percent cemented roofs. Only 55 percent of 
the slum households have the “Luxury” of authorised 
electricity connection but unauthorised connection is 
common. 


About 25 percent households have their own drinking 
water facility. For 22 percent it is available just outside 
the house and 48.5 percent have to daily trudge a long 
distance outside the slum to get drinking water. It is 
predominantly women who fetch drinking water for the 
home. Toilets at house are very rare. Children below 
10 years use the open spaces and others use Sulabh 
Shouchalaya, which has 14 toilets in the slum (8 for men 
and 6 for women). They charge a minimum sum as fees. 
The Christian Children Fund (CCF) has built 6 toilets for 
men and 6 for women. They give free usage facility for 
the beneficiaries but for the others they charge 50p. 
There is not a single corporation toilet in the area. For 
bath, most of the people use a corner of their hut. 


’ Our slurs: mirror a systemic malady, Shiri Goodwin, Asian trading corporation Bangalore, 1999 


Educational levels: 


A large number of the people are illiterate. Women’s 
literacy level is very low. High percentage of school 
dropouts specially in the case of girls, rampant cases 
of child labour and lack of educational facilities are 
some of the highlighting features of the existing 
scenario. A lesser number of school going children 
attend corporation/government schools, others go to 
church/NGO or private schools in and around the 
locality. Most of the schools have Kannada as the 
medium of instruction. A few schools are Tamil, Urdu 
and English medium. The conditions of the schools 
are very poor regarding infrastructure facilities and 
teacher- student ratio. 


Occupation: 

Most of the people are unskilled workers. The occupations 
include mainly construction worker, hotel worker, coolie, 
watchman, cleaner, gardener, attendant, rag picker, 
loader, domestic servant, firewood cutter and so on. 


The skilled workers include mainly mechanic turner, 
electrical worker, factory worker, driver, box-bender, 
printer, book-binder, plumber, garment worker among 
others. Since these skills are more specialised, they 
are better paid. Quite a large number are engaged in 
semi skilled occupations like bidi rolling, agarbathi 
making and others. 


Income level and assets: 

Education, occupation and the income level of people 
are interrelated. The income level of the people ranges 
from Rs. 500/- per month to Rs. 4000/- per month. When 


they are paid on piece rate basis, some individuals earn 
more than the rest even when engaged in the same 
occupations. 


The work force is overwhelmingly engaged in 
occupations, which fall within the unorganised/ 
informal sector. The daily wage pattern is dependant 
on the available skill of the person. The daily wages 
range from Rs. 20/- per day to Rs. 50/- per day. Normal 
unskilled workers get work seasonally or monthly for 
very few days. 


As part of the urban population, the poor people too are 
a target of the onslaught of consumerism. The consumer 
goods they possess are radio, television fan, tape 
recorder, mixer (hand and electronic) and others. 


Child labour: 

A considerable number of children are engaged as child 
labourers. The kinds of work they do are of various types. 
It ranges from factory work to work in construction sites 
or as housemaids. Most of the children are deprived of 
the minimum wages and they are paid less compared to 
the adults for the same work. 


Women’s status: 

The people here, in general, are a deprived lot but the 
conditions of the women among them is far worse. Most 
of the women are illiterate. They are mostly engaged in 
unskilled work resulting in low paid jobs. Wife beating 
is common in the slum households. They are burdened 
with household work, childcare and work for pay and 
over burdened with various government schemes like 


family planning and are soft targets of NGO schemes 


such as for family planning. 


Health Status: 
The overall health status of the people is poor. They 


suffer from various diseases. Some of these are 
communicable while others result out of various habits. 
These habits include Bidi/cigarette/ganja smoking, betel- 
nut chewing, alcoholism and drug abuse. Though the 
percentage of women engaging in these habits is low, 
often they are passive victims. Sexual health as a 
concept does not exist among the people of the slum. 
Reproductive health revolves around child bearing and 


family planning. 


Koramangala slum, as any other slum in India is a 
reflection of a deep rooted injustice in Indian society 
specially towards women. These injustices manifest 
in various problem amongst specific groups of poor 
community. Rapid urbanisation and lack of 
developmental policies only aggravate this situation 
‘by opening doors to many other deprivations in the 
coming years. This obviously calls for immediate action 
from government and non-government organisations 


to alleviate these. 


The discussion below is based on the data collected in 
the present study reflecting some areas for intervention. 
All data was examined in a gender-disaggregated 


manner and the gender differentials are mentioned . 


wherever relevant and significant. 


Il. 2. Findings From The Study 


The larger area of Koramangala consists of six colonies. 


Their names and the proportion of population in each is 
given below. The area wise distribution shows that 
Laxmanrao Nagar is the largest with 33.1 percent of total 
population, followed by Rajendra Nagar (23.1 percent), 
Ambedkar Nagar (23 percent), Shastri Nagar (11.4 percent), 
Ejipura (5.2 percent) and Samatha Nagar with 3.5 percent 
population of the total. 


Il. 2.1. A Profile of The Sampled Households: 
The total sampled households are 478 with a total 
population of 2,413. The average household size is 


5 members per family. The household size varies from 
3 members to 10 members. 
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Age 

The total distribution of the population in the area clearly 
indicates that the maximum concentration of population 
is in the age group of 10-24 years, 14 percent in the age 
group of 1-9 years and the rest falls in the category of 
45 years and above. Within this, 53.4 percent are male 
and 46.6 percent female on the basis of which the sex 
ratio works out to be 872 women per 1000 men. While 
an often cited reason for a low sex ratio in an urban 
context is that men sometimes migrate alone for work, 
it still reflects the possibility of the discriminative 


practices of sex selective foeticide. 


Most of the houses fall in the category of nuclear 
households which consist of an individual, spouse and 
children. Few have people of the grandparental generation. 
This echoes the typical characteristics of a slum where 
most of the people migrated from villages leaving behind 
their parents and/or in laws. In the total sampled 
households, 53.3 percent are married, 41.7 percent are 
unmarried, 5 percent are either divorced or separated and 
3.9 percent are widowed. 


Education 

Educational level of the sampled population shows that 
the proportion of literate primary and secondary educated 
are almost at par. 30.3 percent are illiterate, 26 percent 
have completed primary and 34.4 percent have 
completed secondary education. 


Occupation 

About 5 percent are students, 28.6 percent are 
unemployed, 3 percent are self-employed, 18.6 percent 
are casual labourers and 21.7percent fall in the category 
of salaried people. Casual labourers are mostly unskilled 


or semiskilled but the increasing member of salaried 
people is a sign of upward mobility. Most of the women 


fall under the former category as their work is not 
considered productive and is often not paid. 


Per capita income 

There is a wide range in the incomes of households 
included for the study. The largest concentration of 
households is in the range of Rs. 200 to 1500 distributed 
almost evenly within it. Yet, over 40 percent are in the 
category of less than Rs. 500. About 10 percent fall in 
the category of over Rs. 2000 per month. It cannot ensure 
more than the bare minimum standard of living in a 
metropolitan city. Also, households may have high 
incomes because there are a number of earning 
members in each household and even the young people 
star working at the cost of their other opportunities. With 
the kind of occupations which the majority especially 
women are engaged in, it is not difficult to summarise 
to which income groups they belong. However, as 
unemployment rate is high, therefore they belong to 
the lowest per capita income group level. 


11.2.2. Respondents Profile 

Education 

Table 1 - Level of Education among young people 
(13-24)® 
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Male (%) 


Female (%) 


Level of education 


The educational level of young people shows that a 
significant number of young people are illiterate i.e., 
about 23 percent of the total respondents. Illiteracy is 
particularly high in the age group of 15-19 years. This is 
definitely an immediate correlate of the prevalence of 
child labour in the community, which generally starts 
by the age of 12-14 years. Government educational 
facilities are not adequate and private schools are 
expensive. The proportion of females in schools is more 
in the age group of 10-14 years, which signifies that 
though girls are doing household chores at this age, at 
the same time, they are continuing with their studies 
whereas to continue work, boys are forced to leave their 
school at an early age. In the 19-24 years group, college 


* The totals in all the tables in the report, may not add up to 100 as the pe 


from the survey 


education is as low as 2 percent and illiteracy is as high 
as 21 percent. In this section, quite a few number of 
students have completed VIII standard which signifies 
that dropout is very high among the youth. For the girls, 
the drop outs are also due to gender discrimination and 
harassment outside home. 


Work 

Overall unemployment is very high - up to 40 percent. 
In the age group of 10-14 years, most of the respondents 
aré studying though a few of them are working along 
with studies. In the age group of 15-19 years, almost a 
quarter of the population are casual labourers and in 
this, the share of male population is quite high compared 
to female population. In the age group of 19-24 years, 
the proportion of unemployment is much more than 
casual and salaried people. The percentage of female 
population working in this age group is significantly low 
compared to male. 


The growing trend is that quite a number of people 
are victims of child labour and an equal or more 
significant number are forced into unemployment. This 
definitely reflects that as illiteracy level goes up in an 
urban scenario getting jobs becomes more difficult 
specially for those who do not have any vocational 
skills. Yet, the insecurity associated with poverty makes 
them take up work early and not acquire any skills 
which creates a vicious circle. After they turn 20 or so, 
they have few skills to seek opportunities in the job 
market and as they do not accept low wages many are 
rendered jobless. The overall picture does not take 
household chores into account as a significant 
occupation as it is not paid, which obviously puts 
female population in the unemployed section. 


Il. 2.3. Range of Services Available : 

Health: 

The government of Karnataka, runs Primary health care 
unit or PHU at block level along with various government 
managed hospitals. The centre also has the facilities for 
primary health care. The staff also provides educational 
inputs on health issues at the field level. There are 
maternity centres in each of these blocks to take care of 
pregnant women. These centres cater to 200-300 
pregnant women in a year. A PHU which also functions 
as the IPP-8 office and a government hospital exists in 


the vicinity of the slum. 


rcentages have been rounded off. All the tables are based on the data 


Education: | 
There are two government schools run by corporation. 


One is for the boys and one for the girls. Anganwadi 
workers runs créches and teaches young children of the 
slums. Around 12 private schools exists in the area. Few 
are affordable but others are quite expensive. In the 
government as well as in the private schools, the 
teachers-students ratio is 1 teacher to approximately 
50 students. The number of co-education schools is very 
few and mostly female teachers are found in girls 
schools. The corporation-run schools charge a token fee 
of Rs. 12/- per year whereas private schools charge from 
Rs. 1200/- to Rs. 2000/- per year. 


The conditions of the government schools are not too 
bad apart from available facilities. The government 
schools do not have proper toilet facilities for girls and 
boys. This is especially a problem for girls. One of the 
corporation-run boy’s school does not have any toilet 
which is a problem for even women teachers. None of 
the schools have laboratory or library facilities. The 
dropout rates from all the schools are high for both 
boys and girls. Performance in private schools are 
relatively better compared to government schools. 


Reproductive Biology is introduced in most of the 
schools by 8th standard. But the findings shows that 
normally teachers are not comfortable in teaching 
biology and often let students to study biology at home. 
This also implies that they do not have anyone to clarify 
their doubts and get correct information. The 
curriculum does not have sex education in the true 
sense. It more of reproductive biology and does not 
address the mental and other dimensions of the young 
people’s needs. 


NGOs: 

In Koramangala slum, few NGOs are functioning. Most 
of the NGOs are working either in non formal education 
with children or women’s empowerment issues. A few 
NGOs are working with young people on issues of 
vocational skills and on street children. In the past, a 
few NGOs have worked on the issues of HIV/AIDS but 
On a piecemeal basis. 


Factories and other places of employment: 

In and around the slum, quite a few number of garment 
factories exist which recruit women, young girls and 
boys of the community. They pay less money and 
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expect them to work in a miserable condition. Boys 
are also working in garage, tea stalls, construction site 
and other places. Along with women, young girls are 
employed in agarbatti factories and as domestic help. 
Many factories recruit young people who are less than 
16 years of age but they overtly never reported such 
incidences. Strong gender discrimination and 
incidence of child labour is visible almost in each and 
every factory. Children in general and girls in particular 
are paid lesser for the same work. 


Police station: 

There are two police stations in Ejipura and Koramangala 
area. The location of both the police stations are far 
from the community. One is located in Vivek Nagar and 
the other in Adgudi. The data from these reveals that 
crime rate is high among young people. Complaints on 
sexual harassment of women/girls and small boys are 
common. 


ll. 3. Analysis and Discussion of the Findings 


Il. 3.1. Education and Media 

The youth of the community commonly study up to 5th 
standard, i.e. they complete primary education. Illiteracy 
is high but equally high is the member of dropouts. Girls 
drop out mainly to take care of younger siblings, to join 
paid work, mobility restrictions and poor toilet facilities 
in schools. In the case of the boys, poor economic 
situation plays an important role along with lack of 
interest. Overall 27.2 percent of youth are discontinuing 
studies because of lack of money. The general belief is 
that if they start working at an early age then they can 
supplement their household’s income which in turn, 
would take care of other basic needs of the family. In 
other words, child labour plays an important role for 
discontinuing studies. This somehow helps the family 
to earn more money and this acts as a driving force for 
children to drop out at an early age. Along with this, 
the defined gender role of the society hinders the female 
population’s education growth. 


The secondary data reflects that private school 
enrolments are high compared to government and NGO 
schools. The reasons stated by the principals of schools 
for discontinuing education are migration, poverty and 
lack of interest due to non-performance. If parents are 
willing and can afford to spend on education, they can 


ensure better quality. The poor quality of education, 
particularly the student teacher ratio leads to non- 
performance. Quality of education is, on the other hand, 
one of the reasons for better performance of students in 
private schools. 


Exposure of young people to television is very high. 
Around 73 percent has responded to watching television 
for a few hours in a day, compared to 20 percent to 
listening to radio and only 13.8 percent read newspapers 
daily. This reflects a typical urban life style where people 
are exposed more to electronic and print media compared 
to their rural counterparts. About 27 percent of the 
respondents have stated spending a few hours in a day 
reading and also regularly on watching movies, theatres. 


Il. 3.2. Awareness of Services and Laws 
Figures on awareness on availability of facilities, like 
schools, banks, post office, police stations, hospitals, 
co-operatives, block office and others were examined. 
The general trend reveal that awareness level is quite 
high. In few cases like police station, bank, post office, 
NGOs, most of the respondents are not aware of its 
location and in the case of Municipal office and PHU 
approximately 90 percent of the people are neither 
aware of availability nor quite sure of the location. The 
figure reflects that though awareness level is quite high 
but there is a tremendous gap between the awareness 
and making use of these facilities as reflected in the 
PRA exercises. The general belief is that these systems 
are inaccessible (both in terms of physical distance and 
procedures for availing its facility) and not sensitive 
towards poor people’s needs. 


Overall awareness on laws and schemes on girl child, 
and education, is very low compared to laws on 
employment, equal wages, minimum wages, dowry, 
equal wages, minimum wages, age at marriage, sexual 
harassment/rape and child labour. But in this case as 
well, there is a huge gap in awareness and practice. 
The reasons stated for this is lack of knowledge on the 
involved mechanisms as neither government nor any other 
institution take care to aware and guide people on the 


existing laws. 


I. 3.3 Patterns of Work 

The data shows that 20 percent of the respondents 
started working outside home before they are 15 and 
another 10 percent at the age of 15. Girls generally start 
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working at the age of 10 and mostly in the household - 
The figures are also lower than their actual incidence 
because many who undertake part-time work and get 
work for a few days in a month do not report it. Mostly 
young people are engaged as domestic help, construction 
site workers, tea stall, agarbatti making, garments 
factory, garage work, plumbing, painting and a few 
others. The average income for young people is always 
less than the adults. The young people earn in the range 
of Rs. 350-1000/- per month compared to adults who 
earn Rs. 500-2,500/- per month. For the same work, 
women are doubly discriminated and are paid less. 
Gender discrimination is so strongly entrenched .that a 
10 year old girl doing all the housework is not considered 
as work at all as they equalise work only with pay. 


II. 3.4 Nutrition: Pattern of Food Intake 

Rice and pulses are the staple food of the community. 
Idli/Dosa (local foods made of rice) and coffee are common 
for breakfast, followed by pulses, rice and vegetables for 
lunch and dinner. In most families, there are only two 
main meals in a day. Women generally take the leftover 
food of the previous day for breakfast and they are the 
last to eat lunch and dinner. Occasionally few families 
take non-vegetarian food like fish, chicken or mutton. 


Few young proplr take fruits once ina while but generally 
they are rotten as these are less expensive. Consumption 
of milk is very low among young people and they prefer 
tea/coffee than milk in general. The concept of balanced 
diet and overall awareness of nutritious food hardly exists. 
Most of the young people eat only to curb hunger so 
they eat whatever is affordable and available. Gender 
norms are so deep-rooted that it deprives women/young 
girls of nutritious food. There is an urgent need of 


building up a good dietary habit of the family particularly 


of young people as their growth and development 
depend a lot on nutritional intake. Providing health 
education with special focus on nutrition is the need of 


the hour. 


I. 3.5 General Health 

The morbidity pattern of young people is very much 
seasonal and thus were classified into three seasons. 
During summers they suffer from chicken pox, boils and 
rashes, measles, typhoid and bleeding nose. During rainy 
season they are prone to catch cough and cold, fever, 
fungal infection of toes and fingers and water borne 
diseases like hepatitis. Winters are comparatively better 
for them as there are fewer infections. 


This data reflects a typical tropical country’s disease 
pattern. Logged water in front of houses and 
contaminated water during rainy season mainly causes 
fungal infection of feet and other water borne diseases. 
This arises from the insanitary and unhygienic conditions 
giving the scope for spread of infections. 


Il. 3.6 Medical Care 

Private clinics and private hospitals are the widely used 
centres for health services by young people. Nearly 
90 percent of the people use private clinics. Only about 
10 percent use government facilities. The reasons for 
using private clinics are manifold. They find it inexpensive 
compared to the treatment they get. They are equally 
satisfied with timings, accessibility, knowledge levels and 
attitudes of the service providers, and the available 
facilities. Our interactions with service providers revealed 
that though not a single private practitioner is found to 
be sensitive to the needs of the youth, but still the youth 
of the community seem to be quite satisfied with the 
offered services. The people who are using government 
facilities have complained of the poor quality of services 
which includes medicine, service providers attitude and 
waiting time. There are certainly no clear standards to 
measure the quality of care that they receive. 


Though young people are satisfied with private clinics, 
a few find these services as quite expensive at times 
and go to pubs/bars and consume alcohol asa palliative 
instead of going to clinics to reduce pain and other 
symptoms. Almost every respondent voiced the need 
of separate services for young people, where more than 
medical treatment they want a good counsellor and 
doctors’ sensitive towards young people's special needs. 


They want a place where they can share their problems 
with confidence and confidentiality. 


Il. 3.7 Sexual Health 


Puberty 
The awareness level of both girls and boys on onset 


of puberty is quite high. The physiological changes that 
take place during this phase of life is quite known to 
them but they are unaware of the special needs 
(nutritional, emotional) during this stage. The data on 
age at menarche shows that 13.5 percent attain their 
menarche at the age of 12 years, 25.4 percent at the 
age of 13, 17 percent at the age of 14 and 17.5 percent 
at the age of 15 and around 10 percent after the age of 
15. The table indicates that most girls are attaining 
menstruation by the age of 13-15 years and this is 
singular most important event characterised by them 
as puberty change that happens in girls compared to 
boys. 


Table 2: Information about puberty before its onset 
among young women (13-24) 


68 (25%) 
| 158 (70%) 
| Can't say oe 13 (6%) 


Had information 


Did not have information __ 


On management of menstrual periods, most of them 
use clean cloth and reuse it after washing. Only 
15 percent use new cloth everyday and only 7.5 percent 
use sanitary napkins. This practice is prevalent as it is 
less expensive compared to sanitary napkins. Myths 
and misconceptions on menstruation is quite high but 
not of any harmful nature. During these days they are 
not supposed to touch home deities, pickles and 
vessels where they keep drinking water. Most of the 
beliefs are are based on traditional values of purity 
and pollution in Hinduism. 


On the uses of cleanliness and hygienic practices after 
puberty, the boys highlighted cleaning their private 
parts after masturbation and girls emphasised on 
cleanliness during menstruation. On the issue of source 
of information on menarche 25 percent of girls knew 
before it started. Out of this 36 percent from mothers, 
26 percent from friends, 11 percent from sisters and 
another 11 percent from other relatives and a very 
minimal 5.2 percent from media. This obviously 
reaffirmed the fact that still menstrual matters are 


discussed only at home or with friends compared to 
developed countries where mass media and schools 
are important. In reality, most of the girls expressed 
the wish to learn on this, from anybody apart from 
family/relatives but are quite not sure from whom. The 
boys, categorically on the other hand, expressed the 
need of counselling services. 


Sexuality and Related behaviours 

Interaction between teenage boys and girls are not rare 
but not at very intimate levels. Most of the youth meet 
friends of opposite sex at home and the main activity is 
conversation on various topics. Sexual harassment is 
rampant. Sexual contact is not very uncommon between 
young boys and small children, which is also being 
reported by the area police station. Sources from police 
station also stated that young boys of this community 


often visit commercial sex workers outside the area and 


few girls of the area operate as sex workers in and 
outside the slum. 


The awareness level of girls and women of the community 
on RTl and STD is very low. They are completely unaware 
of symptoms, transmission and prevention of RTls and 
STDs. Though knowledge and awareness level is low 
but the incidence of such symptoms are quite high even 
among unmarried girls of the community. Most of them 
do not discuss the symptoms and very few seek medical 
help for such ailments. The urge among them to know in 
details on such issues are quite high and they expressed 
the need of a person with the right attitude to discuss 
such issues in strict confidentiality. 


Boys are aware of STDs but they have lots of myths 
and misconceptions on RTI. The common sources of 
information are media (print and electronic), friends, 
NGOs and books, and other young people of the 
community. Out of those sources, they prefer to get 
information from peer groups as they feel comfortable 
with each other. Family members and media are not 
preferred by this group as they consider that they never 


answer their queries. 


The incidence of STDs among boys is high in number. 
They even admitted that many young boys go out of the 
community to commercial sex workers for sex and have 
many symptoms of STDs. But the incidence of HIV 
infection is not known in the community because of the 


sensitivity of the issue. 


Il. 3.8 Reproductive Health 

Age at First pregnancy 

Table 3: Age at first pregnancy among young women 
(13-24) 


Frequency 


33 (30%) 


55 (50%) 


Less than 18 


22 (20%) 


21 and above 


The secondary data shows that quite a few number of 
girls are pregnant before 15 years of age and almost 
10 percent by the age of 20 years. About 37 percent 
out of the total sample are having one child and are 
married for less than two years. About 25 percent have 
two children and are married for more than two years 
and very few have 3-4 children. The ratio of boys and 
girls among children are almost equal in members and 
the incidence of infertility is very low. As it cannot be 
known whether these women have had the desired 
number of children, they may continue to have children 
for some years. Though girls have delivered as early 
as 14 but the majority of delivery takes place in the 
age group of 18-20 years. In other words, adolescent 
pregnancy is quite common and hospital data reveals 
that quite a few number of them are in the category of 


high risk pregnancies. 


Antenatal and Prenatal care 

Awareness and knowledge among young people on 
high risk pregnancy is non existent. Similarly knowledge 
on ANC and PNC is equally low. But 65 percent has 
access to T.T. and IFA from Anganwadi/Government 
Hospitals and NGOs. But the interesting finding is 
though very few go for ANC check ups but most of the 


deliveries are hospital based. Only a negligible number 


of women deliver at home under the supervision of 
trained dais. During seeking health care, women are 


mostly accompanied by mother/mother in law and 
husband accompanies only 12 percent. In fact, most of 
the women are accompanied by mothers as there is a 
cultural practice of going to the parental house for the 
delivery. The widely used services for delivery are 
mainly government run maternity centres but a few go 
to private hospitals as it is convenient for them in terms 
of service provided. 


Contraception 

Regarding contraceptives, the knowledge level of 
condoms, pills, |UD and sterilisation is very high. The 
source of information for married youth are neighbours 
and doctors but for unmarried, its mainly friends and 
media. Source of availability is mainly government 
hospitals and retail shops for condoms and pills. |UDs 
and sterilisation are done mainly in place in 
government run maternity homes. Through out the 
study, not a single care of vasectomy was reported. 
Tubectomy among elderly women is common but not 
in the case of young people. 


Condom usage is as low as 8 percent out of the total 
sampled and as said by women, men opt for it when 
having sex outside home. IUD insertion and pills are 
the commonly used techniques for spacing and 
delaying conceptions. The incidence of condom use 


among unmarried boys is low but their knowledge | 


regarding availability of condoms outside hospital is 
very high. 


Contraceptive usage among young people is starting as 
early as 15 years. But the maximum users are in the age 
group of 20 years and above. After first child, 
contraceptive usage is high contrary to findings from 
other studies. Women most commonly use both terminal 
and spacing methods. PRA findings suggest that the use 
of condoms among young boys is not common but 
access to condom is not a difficult issue. There is a huge 
gap on knowledge and practice of condom use. Gender 
discrimination is strongly visible in the case of actual use 
and power relations are ultimately determining the 
contraceptive choice of any couples. 


Unmarried pregnancy and abortion are not very 
uncommon phenomena in the community but people 
are not very forthcoming on this because of societal 
pressure. If such cases happen then normally parents 
prefer any place outside the community for MTPs. Cases 
of unsafe abortion are rare and as suggested by 
secondary data most of the people go to qualified 
medical practitioners for such cases. 


The discussion below looks at the manner in which these 
different findings have relevance for an understanding 
for young people’s reproductive and sexual health and 
rights. 


Il. 3.9 YRSHR 

Information on sexual and reproductive health 

The overall perception of young people on these issues 
is vague. They have very inadequate knowledge of 
reproductive and sexual health as well as of the services 


needed for this kind of problems. The general feeling is - 


that all the services related to this are usually targeted 
to women and specifically to married women, thst is, 
almost synonymous with family planning. They voiced 
the need of appropriate information from service providers 
and from NGOs specially targeted to young people. 


Secondary data reflects that quite a few young people 
go to private clinics for services but not a single youth 
come for sexual and reproductive health needs. The data 
also reveals that though few in number, married couples 
do come for contraceptive advice to them. But in this 
case also, most of the women adopt contraceptives 
compared to men. 


Young people’s general belief is that they are left out of 
the services rendered by government and private hospitals 


———— a ee a oe 
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and given a chance wished to have separate services for 
themselves. They hardly recognize existing government 
health services and for any kind of health problems they 
use private clinics. Satisfaction levels with these clinics 
are quite high and they suggested incorporation of youth 
friendly services into private clinics instead of 
government health set up. On range of services provided 
by these clinics 47 percent feel a few changes are required 
regarding laboratory facilities, range of services and 
medicines. On service providers’ attitude, knowledge and 
overall settings of the clinic satisfaction level is very high 
and a negligible percentage have suggested some 
improvements. 


The female population reinforced the family welfare 
programme by saying that this would help them and their 
children to lead a good quality life where as male 
population feels that this would help the country to 
progress if we put a check on population growth. 


Education 

Quite a few numbers of government and private schools 
exist in and around the area. The condition of the two 
government schools is not very good. To highlight some 
of the points mentioned before, secondary data 
suggests that out of the two corporation run schools, 
one does not even have the toilet facilities for students 
and teachers of this school.. The teacher student ratio 
is equally poor. Dropout rates are very high both for 
boys and girls school for different reasons. Other 
facilities in the school like library, laboratory is non- 
existent. Due to negligence from all the fronts, the future 
of the children suffers a lot. It ultimately increases the 
number of dropouts every year on a large scale. 


Work 

Secondary data reflects that quite a few members of 
factories, tea stalls, small scale industries and construction 
sites recruit young boys and girls as casual labourers. 


They earn less compared to adults and are treated very 
badly. These places hardly give them any skill in totality 
as they are asked to do routine work like mixing certain 
things; sewing and cutting sticks for agarbatti. Because 
of work pressure and monetary problems neither the 
boys nor the girls gets the opportunity to learn vocational 
skills other than gender related traditional skills, which 
most of the girls learn at home. This further constrains 
their opportunities in future and keeps income levels low. 


Rights 

The data on rights shows, that 81 percent respondents 
stated that right to information should be ensured as 
fundamental rights for them. They feel this would help 
them to stay away from any misdeeds and at the some 
time this would not allow them to carry any myths and 
misconceptions on these issues. Almost 90 percent spoke 
in favour of ensuring good quality (reproductive) health 
services as a right. 


They think quality education should be ensured as a right 
to them or otherwise they would be cheated everywhere. 
They suggested that government should ensure free 
education which would include fees, school dress and 
study materials. This ultimately would help them as 
parents would easily allow them to go to schools 
because money would not be the obstacle then. 


Pressure of urban life style takes its toll as it is quite 
evident from some incidents. Secgndary data from 
police station suggests that consumption of alcohol of 
young people is very high resulting in crimes and other 
misdeeds. Unemployment clubbed with continuous 
pressure from consumeristic society and lack of 
awareness and knowledge force young people to 
indulge in many kinds of anti social activities. 


The complex interplay of poverty lack of education and 
sexual harassment can be seen in the case given below. 


CASE STUDY 


Balayesu, a 15 years old boy of Koramangala slum was a very loving and caring boy. He used to work for a esecncgor ad close to the slum. He was 
working for the last 6 years and nobody ever had any kind of misunderstanding with him. Few days before his death, some boys of we same 
community teased his 14 years old sister Amu. Balayesu got angry and picked up a fight with them. Later his father lodged a complaint against these 


boys for harassing his daughter. 


ha because he'‘had got a new job of painting. He told his mother to give 
ae ins ee wiped >a natal py ie wets his parents thought he must have gone out with his friends and 
sciecseasca nila ais 4,30 am the aking went to call him from the opposite house where he usually sleeps alone and found him hanging 
frorn the ceiling with a duppatta tied around his neck. Immediately they went and reported to the police. The father of Balayesu ge a ee 
who teased his daughter as the culprits. But no such evidence was found by the police against them and they forwarded it as a case of suicide. The 


reason is still not known to anybody. No legal mechanism is being used to get justice for the family, 


ili. 3.10 Gender Issues 


Sex ratio / Focticide: 
The incidence of female foeticide is not heard of by the 


people at large. Not a single sex determination facility 
centre exists in and around the community. The general 
belief is that female foeticide is a sin and sex determination 
is not a justifiable practice. But, due to deep rooted gender 
norms almost everybody spoke in favour of having at least 
one male child in the family. Thus, sex selection and female 


foeticide may be happening though concealed. 


Food and Nutrition: 

Gender discrimination on food is strongly visible with 
the women of the community. They eat last and normally 
the left over food of previous days. This is also true with 
the young girls of the community who suffer most after 


their mothers. 


Education and Work: 

Girls drop out of school mainly to take care of younger 
siblings and are not allowed by parents to go out of the 
community for fear of sexual harassment and also for 
not having proper toilet facilities at school. This obviously 
signifies the role played by gender norms in the society 
in determining the girl child’s education. Neither the 
people nor the government is sensitive to these issues. 


Women spend a maximum of 10-14 hours is a day on 
household chores where as girls spend 8-10 hours. It 
varies a little from house to house as the houses, which 
has more girls/women has less pressure on individuals 
and vice versa. Normally this time is spent on cooking, 
cleaning, fetching water, taking care of siblings and few 
other community works. Boys and men are involved only 
at work outside home. 


Gender discrimination is reflected on average time spent 
on household chores by women and girls. Social 
conditioning is such that women themselves are not in 
favour of men or boys doing household chores. This is 
even reflected on skills preference among girls where 
they opted for tailoring, knitting, embroidery and others. 
Due to deep rooted gender norms willingness of girls 
to convert their skills into earnings does not exist at all. 


Employment opportunities are less for girls mainly 
because they are less skilled and are left behind to do 
all the household chores in the family. Even if they go 


out, they get less pay for same work compared to boys. 


Due to gender roles in the society nobody questions 
this and are quite satisfied with the existing 


discriminative system. 


Sexual harassment: 

Sexual harassment in and outside home is quite common 
but nobody complains because of social consequences. 
This imposes tremendous mobility restrictions on girls 
and restrictions on their body language, dressing and 
other related things. The society at large thinks that it is 
the girl who provokes boys and men into such acts. The 
fear of sexual harassment curtails their movement and 
thus, accessibility to opportunities. 


Health: 

There is no distinct difference in common morbidity 
patterns between males and females of the 
community. But, overall negligence of women’s health 
in and outside home (health services) is quite evident 
from various sources. There is a tendency amongst 
women of paying attention to the health of the other 
family members and not to themselves. For any kind 
of health problems they are the last to visit the health 
service providers, even when they are pregnant. That 
is why few women seek antenatal care. Continuous 
pressure of work from in and outside home pose 
serious threats to their overall health. 


Reproductive and sexual health: 

Due to lack of awareness and knowledge, reproductive 
and sexual health of women suffer a lot. Various gender 
discriminatory practices double the sufferings. Women 
have no control over their fertility and no autonomy over 
their own bodies. It is the men who decide on the number 
of children. The incidence of contraceptives use such as 
pills and IUD are very high which signifies that the decision 
lies in the hands of the men but the burden of contraception 
on women. Along with this women bear the burden of 
STDs as men often have sex outside home. All these 
factors together put women at greater reproductive risks. 


Age at Marriage: 
Table 4: Age at Marriage (13-24) 


Age at marriage 


Males (%) Females (%) 


18 and below 30 (32%) 66 (60%) 


19-20 30 (28%) 
44 (45%) 40 (11%) 


The common age at marriage in the community is 
different for boys and girls. Girls generally get married 
at an early age (15-18 years) and boys by 19-24 years. 
Girls are generally forced to get married early as parents 
are uncomfortable keeping them at home for several 
years. Fear of social ostracisation, love marriages and 
sexual harassment forces parents to opt for early 
marriage for their girl child. This brings in a negative 
attitude among girls who consider themselves as 
burden after the age of 15 years and are not able to 
develop as autonomous individuals. 


Gender laws and rights: 

General awareness and knowledge of people on laws 
and rights of gender is common. Most of them have heard 
of laws on age at marriage, dowry, sexual harassment, 
equal wages and others but very few know what actually 
constitutes these laws. Gender discriminatory practices 
exist in the community but people are scared of 
complaining and making use of them. This proves that a 
huge gap exists between knowledge and practice. 


Multivariate analysis reveals that higher girls’ education, 
and higher per capita incomes correlate with later age 
at marriage and the number of children that a couple 
have. Higher educational levels among girls effectively 
increase the age at marriage and also, reduce the total 
number of children they have. Further, it is found that a 
greater awareness about health needs — including 
reproductive and sexual health- is also positively related 
to their expressed need for better services and 
information. This shows that there is greater awareness 
and sensitivity among some in the area about the need 


for and characteristics of quality health care. 


Interviews with services providers on health shows that 


in government as well as in private clinics not a single 


practitioner is trained on young peoples’ health. There is 
an overall acceptance of this gap and all of them are very 
keen to learn on the subject. Most of the practitioners are 
qualified and trained on various issues other than this 
They refer high risk cases to nearby hospitals and strongly 
feel that there is a need to build up a network among 
hospitals and private clinics for poor peoples’ referral 
cases. Nobody accepted that gender discrimination exists 
related to health issues apart from contraceptive choices. 
On young peoples needs they feel that young people 
should have separate department as otherwise the 
workload is heavy for one doctor. Normally young people 
come with general illnesses and few with severe diseases 
like Tuberculosis, Typhoid and measles. TBAs voiced the 
need for further training on management of pregnancy. 


Teachers of government schools and private schools are 
qualified and trained and are quite satisfied with the existing 
curriculum. Though teachers are trained but they accepted 
the fact that they are not very comfortable in taking biology 
classes and would prefer somebody from outside to teach 
such topics. They feel because of poverty and migration 
children drop out at an early age. A few drop out because 
of lack of infrastructural facilities available in the schools. 
The principal spoke in favour of recruiting more staff as 
teachers are overburdened in government schools. There 
is no clear concept of adolescents/young peoples’ needs 
in both government and private schools. 


ll. 4. Conclusion 


The entire exercise brought out some significant issues, 
which need to be highlighted for a successful program 


intervention on YRSHR. 


Education: 

e Condition of schools needs improvement including 
proper toilet facilities for girls. 

e High dropout rates among girls/boys to start work at 
an early age. 
Literacy drives need special attention. 


School curriculum should be more gender sensitive. 


Health: 

e Lack of knowledge on nutrition and other hygienic 
practices. 

e Health education to combat myths and 


misconceptions. 


e Absence of knowledge on reproductive and sexual 
health issues. 

@ Lack of youth friendly health services including 
counselling. 
Contraceptive usage is very low among male. 
Abortion is not uncommon among unmarried girls 


work/income generation. 


Work 

Unemployment is very high. 

Low available skills. 

High percentage of casual labourers. 


@ Low per capita income. 


Social Issues: 

@ Strong gender discrimination in all sectors. 

@ Sexual harassment and violence is evident towards 
women. 

High incidence of child labour. 

Suicide rate is high. 

Increase in crime rates. 


Huge gap in knowledge and awareness level of 
people of people on laws and rights concerning 
young people and actual use. 

@ Insensitive service providers towards young people. 


The social environment must foster young peoples’ 
development and encourage young people to adopt 
healthy behaviours. Programme efforts need to take 
into account that young people are not alike and that 
interventions and the way they are delivered will vary 
according to differing needs and circumstances. But, 
governments tend to either ignore young people’s 
health issues or consider them indistinguishable from 
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childhood concerns. Resistance to providing 
information and services to address the sexual and 
reproductive health needs of young people has 
deterred them from seeking help. Programmes are too 
narrowly focused and often do not involve young 
people. Resources for innovative strategies and 
initiatives should be more accessible to young people 
engaged as partners in change. Many of the problems 
including reproductive and sexual health arise from 
the discrimination prevalent in power relationships 
between partners. 


The gender need in health care has not been recognised 
as in all other areas of human development. This is very 
much reflected in this population. Their low paid jobs, 
low nutritional status, mobility restrictions, burden of 
caring for the family reproduction and production at a 
young age, sexual harassment and violence (though 
underreported due to fear of social ostracisation), early 
age at marriage, lack of education and health facilities 
are some of the reflections of the extent of gender 
discrimination in the society. 


The other issue that bothers young people is the question 
of rights. Though a few rights exist for young people but 
there is no proper mechanism to ensure these rights for 
them. Awareness of these rights are very low and even 
if awareness exists due to bureaucratic problems nobody 
wants to enter into the long process of exercising these 
rights. Time has ripened enough to listen to young people 
on their perception of rights on the issue of YRSHR. The 
rights of young people however have only recently been 
legally recognised and have much further to go to reach 


full realisation in practice. 


4 hy tas 
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Findings and Analysis of Bawal a 


III. 1. A Profile of The Study Area: 


lil. 1.1 Introduction: Haryana State 

It is important to understand the need of initiating 
development work in the state of Haryana. It is common 
knowledge now that Haryana is one of the economically 
prosperous states in India. But nowhere in the world 
economic prosperity gets automatically translated to 
social development and indeed, Haryana remains very 
low by the indices of social and human development. 
Some of these are brought out in the discussion below. 


Education is now accepted as one of the most important 
parameters of social / human development. The figures 
for 1998-99 in this regard, are interesting. In Haryana, 
while 83 percent children enrol up to class 5, with the 
proportion of girls being marginally higher to that of boys, 
in class 6 and beyond only 64 percent continue. Further, 
out of the total number, 67 percent of boys continue 
education while only 61 percent of the girls do so. Rewari 
is a district with a lower literacy rate than most of the 
other districts in the state and particularly low rural literacy 
rate at 46 percent. The low enrolment and dropouts have 
serious implications for the age at marriage, especially 
of girls and the onset of fertility. Thus, it is of particular 
consequence for the purpose of this study. 


Some of the other indicators also vouch for the same 
conclusion. The TFR (total fertility rate) for Haryana is 
3.4, higher than the national average at 3.3 and all states 
except a few. Similarly, the CBR (crude birth rate) is 
27.6 percent lower only to the latter states. Yet, the 
couple protection rate is 49.7 higher than the national 
average and most of the states. It is noteworthy that 
approximately 70 percent of this is sterilisation and a 
large proportion of which is female sterilisation. The data 
re-emphasises the popularity of permanent methods all 
over the country and in the state. This suggests that 
there is little use of contraception for spacing and couples 
adopt contraception only after they have had the desired 
number of children, thereby, limiting the possibility of 


reducing fertility rates through promoting contraception. 


Contraceptive methods are adopted to reduce family 
size only when couples accept the small family norm. 


As mentioned in the introduction, many of the gender 
based development indicators suggest a poor status of 
women in the state. Foremost, of these is the sex ratio 
is 861 women for every 1000 men according to the 
2001 census. 


Haryana State consists of 19 districts and 108 blocks. 
While it is not one of the bigger states, it is one of the 
most densely populated in India. In 1991, the density of 
population was 372 persons/sq.km. higher than many 
of the other states. Rewari is one of the 19 districts in 
the state. 


II1.1.2 An Introduction to Bawal block, 

Rewari district 

The intervention area is the third largest block of the 
district comprising of 104 villages (25 percent) of the 


’ district. The total population is 100728 with 52467 males 


and 48261 females. The sex ratio in the district is 
920 females per 1000 males. The total literacy rate of 
the area is 57.33 percent and 76.85 percent for males 
and 36.17 percent for females. Work participation also 
showed men at a high of 42.53 percent and women at 
4.31 percent. This is reflective of the larger gender 
inequalities in the state. 


Thus, the development indicators particularly those of 
gender bring out the need for NGO interventions in the 
state. In a changing context that is also influenced by 
the nearby urban environment, work with young people 
on their reproductive and sexual health needs is essential. 


The Bawal sector of Bawal block in the Rewari district 
has been selected for intervention. The sector consists 
of 32 villages with an approximate total population of 
28,148 according to the 1991 census. 


The area consists predominantly of Hindus with a 
negligible number of other religions. While about one 


half of the population consists of the general castes, 
the others consist almost equally of scheduled castes 
and of backward castes. 


Ill. 2. Findings From The Study 


lil. 2.1 A Profile of The Sampled Households 

The survey covered a total population of about 3000. The 
distribution of men and women reveals the very low sex 
ratio of 891 women per 1000 men. The average household 
size is about 6 and there is a preponderance of households 
of sizes 4, 5 or 6. More than 50 percent of the households 
are joint in nature and consisting of a married son's family. 


While age is often stated in approximate terms in rural 
and semi-literate populations, the large number of persons 
in the 10-24 age group is remarkable. Almost 30 percent 
of the population comprises of adolescents and nearly 
50 percent consists of young people. This suggests that 
migration may be more among the economically active 
population. 


Education 

Over half the population, fall in the range of classes 4 to 
10 though over two-thirds of these have compieted only 
up to middle school. There is also a significant difference 
between the educational levels of men and women and 
illiteracy is more common among women. 


Occupation 

Among the adults, a large number report being self- 
employed as they work in their own fields. Among the 
rest, many are casual labourers who work primarily in 
others’ fields. Women of the low castes are also engaged 
as daily help in upper caste households. 


Per capita Income distribution 

it can be seen from the table that only about 9 percent of 
the households fall in the per capita income category of 
Rs. 1000 and above per month. Approximately 70 percent 
of the households fall in a range of less than 600 rupees 


per capita income households. 


lil. 2.2 Respondents’ Profile 

The study covered 500 male and female respondents 
through the survey. It was representative of about the 
10,000 young people in the population through suitable 
sampling techniques. The survey covered male and female 


respondents in equal numbers and there was a proportion 
of 40 percent married among them reflective of the marital 


Status of the young people's population in general. 


Age: 

The population in the broad age groups of 10-14, 
15-19 and 20-24 are about 20 percent each in the two 
former categories and 60 percent in the 20 and above 
category. Many of the migrants are first generation and 
men who have migrated in their late adolescence or 
early twenties to take on work in the city. 


Education: 
Table 5: Level of Education of young people (13-24) 


Level of education Male (%) 
52 (21%) 
92 (36%) 
87 (35%) 
16 (6%) 


3 (1% 


Female (%) 
— 85 (34%) 
79 (31%) 
65 (26%) 
14 (5%) 
7 (3%). 


Primary 
Middle 


Secondary and above 


College and Above 


llliterate 


About 50 percent of the surveyed population continue 
their education while the rest state a number of reasons 
for discontinuing. Only 6 percent state being satisfied 
with their level of education, the others stating that it 
had to be discontinued for which the significant reasons 
are financial constraints, getting married and school 
being at a distance. Apart from these, there is also the 
question of parents’ not being interested in educating 
children further or the individual not being so inclined. 


Among them, only a small proportion of 5 percent have 
studied in coliege and another 3 percent have done other 
courses after schooling. . While about 30 percent have 
studied up to secondary or senior secondary school, a 
majority, that is, 70 percent have done only middle 
school or less. Also, 20 percent have studied only up to 
primary school, classes 1 to 3 and even their literacy 


skills are limited. 


Occupation: 

Over 40 percent of the youth surveyed work for pay and 
a remarkably high number, that is, an estimated 
30-40 percent are starting work at the young age of 9 to 
13. While only a few state need to work as the reason for 
discontinuing, many state need for money as the reason 


for joining work. The main reason for starting work so 


early may be that they engage in the family occupation of 
agriculture in their family farms. This may begin with light 
tasks and may not be evident, as they are not paid for it. 


Ill. 2.3 Range of Services Available 

Civic amenities 

Almost 100 percent of the villages have drinking water 
facility and power supply. Around 90 percent villages 
have an approach through pucca (metalled) roads. 


School 
There are a total of 23 primary schools, 2 middle schools 


and two of the higher level. These are government 
schools which have subsidised education, especially for 
girls. Thus, the fees work out to be only a few rupees 
every month. There are several other private schools 
where education is more expensive and there is little 
standard in the qualifications of the staff and quality of 
education imparted. But one feature of the government 
school that seriously affects the quality of teaching is 
the low teacher-student ratio. 


Health services 

There are four sub-centres in the sector catering to the 
over 30 villages. The sub-centre generally cater to all 
primary health care needs of the people. They have 
supplies of required supplements, medicines and 
provisions for check ups. The centre also functions as a 
centre for supplying contraceptives, oral pills and inserting 
copper-T. Further, the multi purpose female and male 
workers in the centre undertake follow up of pregnant 
women and related cases through home visits. However, 
considering the spread of the villages few are able to 
access these centres. 


Thus, almost as a complement to the existing government 
health services, there are a number of private practitioners 
in the block and in all the rural areas of the state. While 
some of these have undergone some months of training 
for the work, the others do not have even this training. 
They operate from small and cramped quarters with little 
consideration of cleanliness and of privacy. 


III. 3. Analysis and Discussion of the Findings 


lil. 3.1 Education and Media 
As said in the previous section, education commonly 


found among the young people is about secondary to 
a? 


senior secondary school. However, girls more often drop 
out by middle school level. Haryana state offers free 
education to all girls and also to boys, up to middle school. 
Yet, the number of dropouts shows no decrease. The 
reasons for dropouts and discontinuing were also 
mentioned above. As there are few villages with 
secondary level schools, and the schools are located far 
away girls are made to discontinue. While parents fear 
their safety in letting them travel these distances, the lack 
of reliable means of transportation is another problem. 


The quality of education in government schools also 
remains questionable. Our survey of secondary data reveals 
that many schools do not have adequate staff and even 
infrastructural facilities to conduct classes. In the case of 
girls this affects severely in the form of toilet facilities. 
Many schools do not maintain these in a usable condition, 
which proves difficult at the time of menstrual periods. It 
is interesting to note that even the service providers point 
to a need for improvement in education imparted. They 
state a need for libraries, and more teachers. They also 
feel that education remains restricted to curriculum, and 
moral education and extra-curricular activities are absent. 


The levels of information and awareness young people 
have also relates to their exposure to different forms of 
media. It is noteworthy that over 70 percent of the young 
people surveyed have a daily exposure to television ranging 
from an hour to a few hours. Exposure to radio is lower at 
about 60 percent. The print media seems to be the least 
popular with only about 16 percent regularly in the habit 
of reading. There is also little exposure to any other media. 
of communication/entertainment including plays etc. 


lil. 3.2 Awareness about Laws and Services 

Their awareness about services available in the area, 
and laws and schemes was also inquired about. The youth 
were asked about a range of utilities and services such 
as school, post office, sub-center, hospital, police station 
and cooperative shops and block/municipal office in the 
case of services available. For facilities located in the 
villages there is almost 100 percent awareness about it 
and its location. Only in the case of private clinics and 
hospitals most are aware but a lower percentage that is 
around 80, know the location of the sub-centre. 


In the case of the police station and also locally based 
NGOs awareness is lower. While about 90 percent know 
of the existence of these, only 80 percent know the 
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location of the police station. The numbers drop further 
in the case of the local administrative (block) office of 
which only about 50 percent of the young people know. 
The reason for less awareness about the health sub- 
centre is also because only one in 5 villages has one and 
many of the young people, particularly girls, hardly go 
out to other villages unless on special occasions. 


The awareness about the welfare schemes of the 
government that have relevance for young people is also 
revealing. While a larger proportion of about 70 percent 
know about subsidised education in the state, and have 
availed of the scheme much fewer numbers 58-60 percent 
know of schemes for girl children and about employment 
and credit schemes. 


Awareness about laws also reveals some interesting 
patterns. Laws on the legal age at marriage, prohibition 
of dowry, prohibition of child labour, provision of 
minimum wages, equal wages and voting rights are 
generally known to the youth. Yet, in the case of some of 


the laws such as the one on child labour or on wages, 


few know the exact provisions. It is also remarkable that 
the law on rape and on sexual harassment is known only 
to 35 percent of the youth. There is no difference even in 
this case between young women and young men. 
Further, only 20 percent of the sample seems to be aware 
of ary legal provisions on safe deliveries and MTPs. 


While formal education is significant both in itself and to 
create economic opportunities, other modes of learning 
and communication can be developed as substitutes 
particularly in the rural areas enabling them in the ways 
in which formal education does. It was with this 
consideration in mind that exposure to different forms 


of media was asked about. The exposure to electronic 
media although it is a rural area is high. This can be 
utilised both as a channel of education and information 
for the youth 


Similarly, awareness about government schemes and 
laws are crucial to judge the extent to which the youth 
are able to benefit from them. While many of these 
schemes and laws are aimed to create opportunities and 
alleviate discriminations for the younger generations, 
there is not enough awareness about these. The 
discrepancy also emerges in the context of knowing the 
details of such laws or schemes and the means to avail 
them. Few young people fulfil the latter criteria. It points 
to the fact that while the government may be creating 
awareness about the existence of a law/scheme there 
are few sources from which the particularities can be 
learnt in such a way that these begin to benefit the people 
they are meant for. 


lil. 3.3 Patterns of Work 

There are few opportunities for youth in the area apart 
from the agricultural sector. Some of them are employed 
in private firms and factories in the nearby town or 
city. Negligible numbers know of means to start trades 
independently. They lack the skills and resources 
required for these. 


In the case of women, opportunities are even fewer as 
there are severe mobility restrictions. While many 
contribute to labour in family farms, their labour goes 
unnoticed, as there are no monetary returns. Apart from 
this, lower caste women also work as agricultural jabour 
in other's fields and have access to some money. Women 
also do tailoring and embroidery at home and earn at 
piece-rate. These are supplied by traders based in nearby 
towns such as Bawal or cities like Delhi. This gives them 
an average income of about 80-100 rupees per day and 
they undertake about 20 days of work in a month. 


11.3.4 Nutrition: Patterns of Food Intake 

The rural area that this study covers is based on 
agricultural produce. Crops include cereals, pulses and 
vegetables. Thus, when said in broad terms, they have 
access to all food items needed for a nutritious intake. 
Yet, this is not true for the families that labour in others 
fields and get limited returns. Thus, in these cases intake 
is restricted. Generally food consists of chapati (wheat 


bread) and pickles in these cases. 


Further, PRA exercises revealed that few are aware of the 
special nutritional needs of adolescents and youth. While 


some did mention that particularly boys require ‘extra food’ 
in the period, none mentioned the needs of girls. Girls’ 
special needs even if recognised are in the context of their 
future motherhood. Motherhood is a phase when nutritional 
needs are recognised almost universally. Many also lament 
the fact that they were unable to feed a pregnant daughter/ 
daughter-in-law as well as they needed to be. 


Iil. 3.5 General Health 

Discussions with the community and youth groups as 
also data from service providers reveal the occurrence 
of common ailments like cold and fever, aches, malaria, 
diarrhoea among others. There are a few cases of 
chronic ailments in most villages but this is true primarily 
for the population above 40 years of age. These include 
arthritis, cancer and heart ailments. The villages have 
few cases of what are now cailed as ‘lifestyle diseases' 
and are more prone to seasonal infections arising out 
of lack of water and resulting lack of hygiene, etc. 
Children suffer more often from seasonal viral infections, 
diarrhoea and malaria. . 


Ill. 3.6 Health Care 

The popularity of home remedies continues for most 
illnesses not seen as severe. Only when it is not cured 
even after several days are the help of a professional 
sought. In villages where the sub-centre of the government 
health system is located people visit these. In terms of 
percentage, however, the numbers who visit private 
practitioners most of whom are unqualified is very high. 


Expenditure on heaith also reveals gender inequalities in 
the families. Male and earning members are given priority 
care. Among the younger generation, boys get quicker 
and more expensive attention than do girls. 


There is difference in the responses of the married and 
the unmarried with respect to the health service providers 
they go to. While about 58 percent among the unmarried 
say that they visit private practitioners or hospitals, 
among the married this is about 52 percent. More of the 
married go to government health services such as the 
government hospital. This may be primarily in the context 
of their reproductive health needs or because they 
become aware of the services available in the hospital 
after visits for ANC or delivery. 


Among both the married and unmarried, service providers 
score the highest in terms of their giving effective care 
with suitable timings, at reasonable costs and having a 
friendly attitude. But a marginally lower number consider 
that they have the required knowledge and skills, the 
proportion being 85 percent. Further, only about 80 percent 
consider that the facilities available with the provider are 
enough. It is in terms of physical accessibility that most 
are dissatisfied with only 70 percent considering these 
providers easy to reach. This also reflects on the lack of 
transport facilities and poor condition of roads that make 
distances more difficult to cover. 


While the data on their opinions on existing services is 
examined it is important to keep in mind that they are 
probably not aware of the standards to judge existing 
health care services. This is particularily true because 
many of them seek services of practitioners who are not 
trained even on the basics of health care. 


lil. 3.7 Sexual Health 

Over 92 percent of the girls surveyed had undergone 
menarche. The common age of onset is 14 with 
45 percent of the girls in this category. Another 40 percent 
have had their menstrual period for the first time at the 
age of 13. The rest are at the age of 15 with negligible 
numbers in 12 and 16 and above. It is noteworthy that 
about 95 percent had no knowledge about menarche till 
it actually occurred. The girls commonly use used cloth 
at the time of periods and only about 15 percent use new 
cloth or napkins for the purpose. 


Table 6: Information about puberty before its onset 


among Young Women (13-24) 
214 (93%) 


Did not have information 
7 (3%) 


Can't say 


It is interesting to note that their first source of information 
on the subject is most commonly their friends from whom 
nearly 65 percent learnt about it. Another 11 percent learn 
from their mothers while the rest learn from their sisters, 
sisters-in-law and other relatives. The girls are aware of 
their lack of information and they definitely would have 
desired to learn about it in detail from someone whose 
proportion is at a high of 90 percent. Out of these while 
25 percent say that they would like to know about this 
from their friends, there is about 5 percent each who would 
prefer mother, sister or sister-in-law. The concentration is 
in the category of other individuals which 55 percent see 
as the right source including doctors and counsellors. 


Most girls complain of different pains and discomfort 
during menstrual periods. The problems of heavy 
discharge and frequent white discharge are also common 
among adolescent girls and young married women. 


Sexuality and Related Behaviour 

Social life in general is marked by severe mobility 
restrictions on women and girls. Even the practice of 
purdah is observable as married women cover their heads 
and even faces. Among unmarried girls there are controls 
on interaction with people outside the home. This is more 
severe in the case of people of the opposite sex. Thus, 
few unmarried youth accept having friendships with 
individuals of the opposite sex. About 7-8 percent state 
that they undertake activities with people of the opposite 
sex and this is primarily meeting them in the context of 
some work in the public spaces in the colony/hamlet. 


It is also noteworthy that there is little difference between 
the numbers of boys and girls who state that they do not 
interact with individuals of opposite sex. However, when 
asked about specific activities more boys state that they 
do undertake these with girls. Also, more boys accept to 
having spent time alone with girls than girls do about boys. 


Information on this was sought both through PRA and 
interviews with service providers. The most significant 
observation is that sexually transmitted diseases 
continue to be seen as ‘gupt rog’ (diseases that need 
to be hidden in a shroud of secrecy and shame), few 
ever openly talking about these. Because of this medical 


care is also rarely sought. 


Few health professionals cite the cases of such disease 
for which their advice has been sought. However, 


informal discussions reveal that many suffer from 
symptoms such as ulcers in the genital area, pus and 
burning while urinating and so on. But due to lack of 
reporting, there cannot be an accurate estimate of the 


incidence of sexually transmitted diseases and also, HIV 
infections. 


Ill. 3.8 Reproductive Health 
Age at first pregnancy 


Table 7: Age at first pregnancy among young women 
(13-24) 


Age Frequency 


Less than 18 | 43 (42%) 
36 (35%) 


21 and above 24 (20%) 


Out of more than 40 percent of those who have children, 
40 percent have their first child by the age of 18. Among 
the rest, 20 percent have it at the age of 19 and the rest 
from the ages of 20 to 23. The low age at first pregnancy 
is primarily the fallout of an early age at marriage. There 
continues to be pressure on the couples to have a child 
soon after marriage. The incidence of use of 
contraceptive methods for spacing before the first child 
is almost nil. 


About 80 percent of the married have one or two children. 
Since reproductive careers rarely end by the age of 24 or 
so, many of these may finally have more than 2 children 
in total. There is a fairly even distribution of boys and girls 


with almost same numbers having 1 or more girls as boys. 


Findings from PRA reveal that couples who are unable 
to have children have little scope for appropriate medical 
care. Even the survey revealed that about 10 percent of 
the married did not have children because of their inability 
to do so. Infertility is not often talked about openly but 
may be an important reproductive health concern. 


Antenatal and Prenatal care 

Out of those who have been pregnant, 90 percent have 
had TT immunisation shots and iron and folic acid 
supplements. Also, 85 percent have had antenatal check 
ups during pregnancy. Most have one to three check ups. 
Antenatal care is often sought at government health 
centres with nearly 70 percent going to these The rest 
visit private practitioners and hospitals. Women are 


generally (about 43 percent) accompanied by their 


mothers-in-law for check up. About 20 percent each of 
the women are accompanied by husband or by a parent. 
The rest are accompanied by some other family member 


or a neighbour. 


The place of deliveries in over 75 percent of the cases is 
at home attended by dais. Another 10 percent are 
attended by relatives and take place at home. Only the 
rest go to government centre or hospital. 


Later age at marriage is seen as an indicator of women 
being more empowered in the family. In the reproductive 
context, such an age at marriage combined with higher 
education could give them more negotiation skills and 
capacity to take care of their health needs. This fact is to 
some extent borne out when we find some increase in the 
numbers who have ANC and the frequency of check ups is 
higher among women who marry after 19 years or so. 


While antenatal care reveals a fairly good picture, there 
is little awareness about high-risk pregnancies and few 
state having had such pregnancies. A record of service 
providers, however, reveals that there is significant 
incidence of high-risk cases. The low age at first and 
later pregnancies also suggests that there are high risk 
factors involved. Also, undernutrition among adolescent 
girls further creates the possibility of risk. 


Contraception 

Most of the youth population and the individuals in the 
reproductive age group have heard of different 
contraceptive methods including condoms, sterilization, 
pills, and copper-T. However, use of contraceptives is 
dismally low (about 5%). The most popular method is 
tubectomy. This is one of the probable reasons for less 
use among the young people. Many plan to have more 
children and thus do not use terminal methods. On the 
other hand, spacing methods are generally less popular 
and thus, a large proportion of the reproductive age 
group do not actively limit their family sizes through 
use of contraceptive methods. 


Most learn about contraceptive methods through 
electronic media and family members or friends and 
neighbours. Most have learnt about about oral pills from 
television as they are promoted intensively through 
advertisements on television by the government. The 
proportions of those who have learnt about the method 
from family or friends are higher in the case of 
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sterilisation. Since sterilisation is the most common 
method of contraception, these individuals seem to be 
significant for influencing about family planning and use 
of contraceptives more than mass media. Also, print 
media seem to be rarely the source of information on 
contraceptives. Contraceptive methods are generally 
acquired through government centres and hospitals. Only 
about 10 percent go to private practitioners for this 
purpose or buy from retail outlets. 


As said before, contraceptives are minimally used for 
spacing of births. The importance of spacing, for the 
health of mother and child, is not well known. Thus, 
couples continue to have the number of children that 
they desire to without any planned breaks and use 
terminal methods after achieving this number. It is also 
remarkable that a negligible few mention using condoms 
for preventing sexually transmitted infections and 
continue to see is as a method of ‘family planning’. 


Il. 3.9. YRSHR 

The arena of young people's rights can be seen with the 

following primary dimensions. 

@ Information on sexual and reproductive health 

@ Quality of health services 

@ Information on opportunities for overall development 
- education and work 


On the basis of findings from the different sources, it can 
be said that there is little understanding or awareness 
about their rights related to sexual and reproductive 
health. The different dimensions of quality care are not 
known. The socio-cultural context and levels of education 
clearly make this the present situation. Since there is little 
awareness about the value of information on services 
and their health, many consider existing services fairly 
satisfactory. As discussed above, the main problem that 
they cognise is the lack of accessibility to health services. 


However, when probed further in the survey, many insist 
on a need for being ensured of sexual and reproductive 
health services and information as a right. In fact, one of 
their primary needs relate to accessible health services 
that can cater to a wider range of needs. These needs 
include the one for quality care at the time of childbirth 
and treatment of sexually transmitted diseases. 


They were also asked about the dimensions of health 
services in which they would prefer changes. Over 


95 percent of the married and unmarried pointed to a 
need for a wider range of services. About 75 percent 
of the married considered a need for improvement in 
knowledge and attitude of service providers. Among 
the unmarried this is much higher at 85 percent 
suggesting that the existing service providers are less 
able to cater to the needs of the unmarried youth. It 
is interesting to note that only 50 percent of the young 
people, whether married or unmarried, sought a 
change in settings for health services. Seen in itself 
the proportion is quite high suggesting that the 
present settings do not provide the privacy, 
confidentiality and comfort required for individuals 
seeking sexual and reproductive health care. Yet, this 
figure suggests also that few are aware of the possible 
alternatives in settings. 


The unmarried give somewhat predictable answers when 
asked about the preferred age at marriage and number 
of children for them. Thus, the girls state the age of 18 or 
above and boys that of 21 or above. A majority considers 
two children as the preferred number with most wanting 
one boy and one girl. In order to achieve the former, 
couples may have a number of children. 


Both boys and girls mention suffering from several sexual 
and reproductive health problems (commonly white 
discharge, itching in the genital parts and so on) but consider 
that there are no places they can seek services. Also, they 
feel the absence of a person who is knowledgeable on 
these issues with whom they can consult. 


Services for delivery seem particularly lacking and this 
creates problems where referrals are required due to 
complications Then they travel to the hospitals at Bawal 
town or Rewari district headquarters. And in many cases, 
they go to the private hospitals in these places. Men and 
women at the time of group discussions also point to the 
need for counselling and advice at the time of pregnancy. 


Certain hierarchies, chief of which are those based on 
gender and age, characterize families in the Indian 
context. Young people are given relatively lesser say than 
adults and those of the senior generations. 


Till they are of about 19 or 20, few have them are 
consulted on any matter even those related to their own 
education and careers. This is also true for their marriage, 


whether in the matter of spouse or of age at marriage. 


lil. 3.10. Gender Issues 

Sex ratio / Foeticide 

As the census data and other government records 
clearly reveal a very low sex ratio is one of the clearest 
indicators of gender discrimination in the state. Given 
this scenario, there is a strong basis for the practice of 
sex-selective foeticide. An interaction with private 
service providers does bring out the fact that modern 
technology is often employed to know the sex of the 
foetus and abort it. Yet, none of the primary data that 
was collected bring out the incidence of the practice 
though some women talked of other women who 
underwent MTPs to abort unwanted female foetuses. 


Yet, PRA findings and interviews with service providers 
bring out the fact that there is a strong preference for 
male children in the area. Among the older couples, there 
are several cases of having many girl children in order to 
have a male child. There is however, few open statements 
of discrimination on matters of food intake. 


Education and Work 

As brought out at several points in the discussion, 
education is an area where there are huge gender 
differences and inequalities. The state scenario was 
mentioned in the introduction. Drop out rates are high in 
the study area also and few girls even complete schooling. 
Teachers often pointed out that while boys would be 
made to continue schooling, girls are rarely made to do 
so. This is the case even when boys fail to get promoted 
to the next level. The problem with continuing education 
beyond middle school is also that the girls have to go to 
outside villages, which is not allowed by most families. 


lt was argued by community groups at the time of PRA 
that even if girls are educated it is not for the purpose of 


getting employment. Thus, it matters less if they 


discontinue unlike boys for whom education could be 
the basis for livelihood. Behind these role expectations 
are the gender stereotypes associating women primarily 


with household work and men with economic activities. 


Age at Marriage 
Table 8: Age at Marriage (13-24) 


Females (%) 
96 (80%) 
19 (16%) 
10 (3%) 


Males *(%) 
52 (50%) 
31 (30%) 
22 (20%) 


- Age at marriage 


18 and below 


19-20 


21 and above 


As already seen in the discussion on education, girls and 
to some extent, boys are married off early in the area. As 
the table reveals a majority of the girls get married before 
the legal age of 18. This combined with the early age at 
first pregnancy has serious consequences for women's 
health. Also, many girls dropout even earlier closing the 
chances of any other opportunities. In rare cases, girls 
continue with their schooling even after marriage. 


Health 

Again, the existing health seeking behaviour and perceptions 
of women's health needs are discriminative. Women rarely 
complain about health problems and often it persists because 
of this reason. Backaches, pain in legs, white discharge are 
some of the common complaints. Their reproductive 


health needs are also largely ignored. The bare minimum 
number of checkups during pregnancy and taking required 
iron and folic acid supplementation has come about 
because of long-drawn government programmes and the 
efforts of the health functionaries at the village level. Yet, 
delivery is an area posing major challenges. Most of them 
take place at home and with the aid of untrained dais 
(traditional birth attendants) without the required items. 
And their linkages are not sufficient for referrals if there is 
a need. In this context, the main victims are adolescent 
mothers leading to many complications and even death. 


The other reasons that increase the incidence of morbidity 
among women are the burden of work at home including 
fetching water and firewood, too many pregnancies 
without sufficient intervals and violence. Informal and 
formal discussions with the community revealed the 
prevalence of alcoholism and the resultant domestic 
violence, primarily in the form of wife beating. All of this 
takes its toll on the well-being of young women and make 
it difficult for them to seek avenues for personal growth. 


An understanding of the socio-cultural and gender 
variables is important for contextualising the patterns 
that emerge from this data set. Multivariate analysis 
reveals that years of schooling and age at marriage, 
particularly of girls, can make a significant difference 
to the number of children and antenatal care that 


women receive. More years of schooling and age at 
marriage increase the chances of women having fewer 
children and receiving better care during and after 
pregnancy. Increase in the number of years of 
schooling also predictably pushes up the age at 
marriage. This suggests that for a change in the latter 
it may be useful to adopt the strategies on the twin 
issues of importance of education and greater age at 
marriage. 


The relationship between years of schooling and age 
at marriage or at first pregnancy is not only because 
more schooling automatically pushes up the age at 
which girls and boys get married. Education also leads 
to greater awareness in women about their health 
needs, including reproductive health. Also, they are 
able to negotiate and articulate better for their needs 
in the familial context. 


lil. 3.11 Conclusion 

The findings from the study clearly indicate that need 
for greater sensitivity in both the community and service 
providers about young people's sexual and reproductive 
rights. For fundamental changes to take place awareness 
about this among the policy makers and bureaucrats is 
equally important. As said before, this is addressed 
under the umbrella of the project, through advocacy 
moves. The needs assessment done in the two areas 
bring out issues relevant for the youth where 
intervention is required. 


Some of the important needs felt by the community are 
given below 


@ The absence of quality reproductive health services 
especially at the time of deliveries. Since there are 
not sufficient referral linkages complications at the 
time of birth often leads to maternal deaths. 

@ Rights and information on it is a largely neglected 
area. Young people display a lot of keenness in being 
told about their rights in different fields. 

@ Opportunities in rural areas in the country and 
particularly, for the poor are limited. This is true in 
the case of education and work avenues. 


Any changes that are sought need to be seen in the 
particular cultural and gender context. The value system 
prevailing in rural north India regarding sexuality and 
health emphasises modesty especially for women. Thus, 
the approaches to these issues have to be sensitive and 
so must communication on it. 


Education and information are till date not fully seen as 
means to empowerment. People’and particularly of the 
older generation consider information on sexuality as 
essentially disrupting the existing value system and 
tempting young people to indulge in ‘wrong’ behaviours. 
Yet, it became evident in the course of the study that 
it is the emphasis on secrecy even to the extent of 
hiding health problems that often leads to serious 
consequences. 


Thus, both in giving information and allowing them to 
speak of their needs a openness and non-judgmental 
approach is required. Work on YRSHR thus, needs to be 
sensitive to the existing obstacles and the disadvantages . 
that characterise girls and women in particular. 
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1 While the intervention strategy is based on needs ass 


Interventions on YRSHR 


Issues 


Correct Information to young people’ 
® Young people's rights and gender issues 
@ Available opportunities for self enhancement 


On Reproductive and Sexual health 

@ Menstrual management and hygiene 

@ RTI/STD/HIV/ AIDS prevention and management 

@ Responsible sexual behaviour i.e., safe sex, also 
outside marriage 

@ Contraceptive usage, particularly spacing 
methods among newly married couples 


Sensitive community towards young people’s 
rights related to RSH 

@ Girl's education 

@ Nutritious food in the adolescent phase 

@ Workload — inside as well as outside the house 
@ Age at marriage 

@ Delay in first pregnancy 


Young people's friendly health services 

@ Friendly, gender sensitive and non-judgemental 
approach of service providers i.e., ANMs, LHVs, 
Dais, general practitioners, local school-teachers 
towards young people’s needs 

@ Responsive local Panchayat, sensitised to gender 
and rights issues of young people 

@ Public health service delivery system accessible 
to young people 


Availability of educational and economic 
opportunities for young people (that would also 
help to enhance their negotiation skills and 
enhance their personality) 

@ Non-formal education for girls who have dropped 


out very early 


Opportunities in the non-agricultural sector 
through Linkages 


Proposed Strategies 


Impart knowledge and education on YRSHR 
related issues also through information channels 
created in the community 

Evolve community participation at all levels of 
the programme 

Ensure participation of young people in planning, 
implementation, monitoring and evaluation of the 
programs 

Create the platform for young people to articulate 
and voice their needs 

Establish centres in the community for imparting 
non-formal education especially for girls 
and also provide the space for other YRSHR 
programmes 

Build up linkages with various government and 
non government agencies dealing with young 
people and provide a common platform to raise 
issues related to YRSHR 

Create demand for young people’s friendly 
services and strengthen referral systems 
Sensitise and enhance knowledge of gatekeepers — 
and service providers on YRSHR 

Develop, collate and use appropriate IEC material 
on YRSHR and gender related issues 


The issues and related indicators of intervention are 
included in intervention research that is ongoing in 
both the project areas. They would facilitate the 
process of interventions for other areas and also help 
to learn from these innovative strategies. The 
methods employed in the research are both primary 


(participatory) and secondary. 


for project planning. These have been highlighted here 


essment, the young people voiced some strategies and issues at the time 


of sharing 
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Glossary 


Aanganwadi / Balwadi - Function under the government scheme of ICDS and 
provide care to infants, children and pregnant women 


Agarbati — Incense stick used at the time of worship burnt for its sweet fragrance 
Bidi — Locally made cigarette with tobacco wrapped in a leaf 

Chapati —- Wheat breads commonly eaten in North India 

Dai — Traditional birth attendants 

Idli/Dosa — Rice based dishes part of the traditional diet in South India 
Pucca — House with concrete walls and tiled or concrete roofs /floors 


Purdah — Upper cloth worn by women and also used as Veil to cover the head 
and face and also a mark of modesty 


Sulabh Shauchalaya — Public toilet built and maintained by Sulabh 
International, an NGO 


